











The Journal of 


Obstetrics & Gynaecology 
of the British Empire 





VOL. 46, No. 6 NEW SERIES DECEMBER, 1939 





Ant epartum Haemorrhage 
BY 


NAGUIB PASHA MAHFOUZ, 
M.Ch. (Cairo), F.R.C.P. (Lond.), F.R.C.O.G. 


Corresponding Fellow of the New York Academy of Medicine, 
U.S.A.; Professor of Obstetrics and Gynaecology, Faculty 
of Medicine, Cairo; Gynaecological Surgeon to the 
Kasr El Aini Hospital, to the Coptic Hospital, 
and to the Kitchener Memorial Hospital 


AND 


IBRAHIM MAGDI, 


M.B., B.Ch. (Cairo), F.R.C.S. (Eng.), L.R.C.P., D.T.M. & H., 
D.R.C.0.G., 


Assistant Gynaecological Surgeon to the Kasr El Aini Hospital, 
and Surgeon to the Kitchener Memonal Hospital. 


Part I. PLACENTA PRAEVIA. 
Histoncal Review. 
ALARMING haemorrhage occurring during the later months of 
pregnancy was described and greatly dreaded by ancient writers. 
Its real nature was to them most obscure. In spite of the fact 
that even so far back as Hippocrates the presence of the placenta 
aver the internal os was in a vague way related to the occurrence 
of haemorrhage before labour, it was.only during the seven- 
teenth century that this relation began to be clearly understood. 
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Guillemeau,’ Mauriceau,” Amand,* Astruc,* Dionis,’ in 
France; Daventer,® in Holland; and Brachen’ and Pugh* in 
England, noticed this relation, but they all held the opinion 
that the placenta was not originally opposed to the internal os 
by nature, but that, in consequence of some peculiar accidental 
circumstances, it has become loosened from its attachment at 
the fundus uteri, had fallen down by its own weight, and had 
thus accidentally placed itself over the internal os, where it 
contracted new connexions. The first author who distinctly 
described the placenta as implanted by nature over the internal 
os is Porter.° In his Complete Midwife’s Practice he described 
nine cases, the first of which occurred in 1664. His views, how- 
ever, did not attract much attention. Later writers, such as 
Giffard,*® Roederer,'' and Levert,'* who entertained the same 
opinion, seem to have arrived at a correct knowledge of this 
condition by personal observation. 

Roederer’s work, in which he positively states that the 
placenta may be attached over the mouth of the womb, was 
first published at Gottingen in 1753, two years after he was 
appointed to the Chair of Midwifery at that University by King 
George II. The truth, however, was not generally accepted 
by the profession till after the publication of Smellie’s'* most 
practical and valuable book. Out of his collection of cases of 
‘‘severe floodings of the last four months of pregnancy’’ we 
chose Case 328, which we shall give in some detail, being in- 
structive in more than one point. 


CasE 328. A VIOLENT HAEMORRHAGE IN THE EIGHTH MONTH OF PREG- 
NANCY ; THE PLACENTA PRESENTING AT THE OS UTERI, AND 
NEGLECTED BY AN EMINENT DOCTOR; VERSION; DEATH OF PATIENT. 


In the year 1746, a midwife sent for me on Sunday, about one in 
the morning, to a woman who was excessively weak and low from a 
violent flooding. She had formerly ‘been delivered, by a gentleman, of 
several children. 

The midwife at first informed me that she had been but lately 
called; that the patient had lost a great deal of blood, and was in the 
utmost danger from frequent faintings. 

The woman’s pulse was so low that I could with difficulty feel its 
motion; a cold dampness overspread the face and extremities, and she 
could scarcely speak. On examining, I found the mouth of the womb 
largely open, the placenta lying over it, and the vagina filled with 
coagulated blood. . . . I told the husband the case was dangerous, and 
so much time already lost, that a speedy delivery was the only. method 
left; though I was much afraid she would expire in the operation. . . 
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When recovered a little, she, in a low tone, begged earnestly to be 
delivered, her strength being somewhat recruited. I introduced my 
hand into the vagina and tried to reach the membranes, in order to 
break them; but the placenta was over the mouth of the womb. I being 
afraid of tearing the after-burden, slipped my hand flattened through 
the os uteri, and betwixt that and the placenta, until I reached the 
membranes, which I broke through by grasping them with my fingers; 
then taking hold of the legs of the foetus, which were at the fundus 
uteri, I brought them down slowly into the vagina. . 

After delivery the flooding abated, and to appearance the patient 
seemed a little recruited, and lay pretty quiet for some time; but in 
an hour after she began to have difficulty of respiration, which gradu- 
ally increased, with rattling in the throat; at last she fell into faintings 
and convulsions, which soon closed the dismal scene, by putting a 
period to her life. 

The midwife, who was an old practitioner. and in good repute, told 
me that the gentleman who formerly attended the patient in all her 
labours, had been called some days before, and ordered what he thought 
proper in such circumstances; but the complaint increasing, . . . the 
husband went for the doctor about ten at night, but did not find him 
at home. . . . The haemorrhage increasing, and the woman appearing 
to be in imminent danger, he went again about twelve, and found the 
doctor in bed; who said he could not go with him, because he expected 
to be called every minute to another patient, to whom he had been 
previously engaged; in a word, he could not be prevailed upon by all 
the entreaties of the gentleman; so that immediately on the husband’s 
return I received a call. 

After this information, the midwife proceeded with bitter exclama- 
tions, inveighing against the Doctor for abandoning the woman, and 
leaving her in extremity, as he had done frequently in other dangerous 
cases. 

I have mentioned these circumstances as a warning to other female 
practitioners; and recommend their being in friendship with gentlemen 
of the same profession, who may be ready to assist in such dangerous 
cases, when they are otherwise engaged, both from motives of humanity 
and a regard for their own character. I understood afterwards that the 
above gentleman thought himself above being in friendly correspondence 
with midwives, from too much self-sufficiency. In a little time after this 
occasion he was, for neglecting a patient in the same circumstances, 
exposed, sued, and cast in a considerable sum of money. 








Although the cases described by Smellie forcibly conveyed 
his views, little consideration was given to the subject until 
Rigby™ gave his excellent treatise to the world. In this treatise, 
which was published in 1789, Rigby for the first time distin- 
guished haemorrhage occurring prior to the birth of the child 


943 














JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


into two species, the first of which he called unavoidable and 
the second accidental. He correctly attributed the former 
to low implantation of the placenta over the os uteri, and laid 
down distinct rules based on established principles according to 
which haemorrhage before delivery was to be treated. Further 
progress was not made until 1885, when Barnes’’ described his 
views as to the mode of production of placenta praevia and his 
methods of controlling the haemorrhage arising from it. 


The Evolution of the Treatment of Antepartum Haemorrhage. 


The earliest record of delivery by version in cases of severe 
flooding appears in the manual of Loysa Bourgieres. Jean 
Astruc'® gives her credit for being the first to advocate prompt 
delivery in premature separation of the placenta, but her des- 
cription of the method of operation, which we quote below, does 
not indicate that she ever performed the operation herself. 


When a woman has an immoderate flooding in her pregnancy, in 
consequence of which she grows very weak, recourse must be had to 
extraction of the child by the hand. I had it performed by consent, 
and in the presence of the late M. le Febvre, a physician, and Messieurs 
le Moine and l’Isle, very learned physicians also; because I had seen 
that these floodings are soon the cause of death of the mother and the 
child. This was done in the case of the wife of a counsellor of the court 
of parliament, who was in the sixth month of her pregnancy; the child 
lived two days, and the mother had had several children since. The 
physicians acknowledged that if it had been deferred one hour longer 
the mother and the child would both have been dead. (Curtis.) 


To Ambroise Paré the credit is now conceded of being the 
first obstetrician who advised prompt delivery by version in 
cases of severe antepartum haemorrhage. Although no descrip- 
tion of the operations appears in any of the several editions of 
his works, the technique is described in detail by his pupil, 
Jacques Guillemeau,’’ who gives the credit of the method to 
his celebrated teacher. Guillemeau described several cases in 
which he successfully employed the method. One of these was 
Paré’s own daughter, who was the wife of a certain Henri 
Simon, one of the king’s council. Though a married woman, 
Guillemeau calls the patient mademoiselle and not madame, be- 
cause the former title was applied at that period to young 
married women whose husbands were of less than knightly rank. 
This lady was attended at her confinement by Mme la Charonne 
for midwife, and by M. Rigault and M. Haultin. Severe ante- 
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partum haemorrhage occurred, and Guillemeau was called in 
consultation. He decided that the patient was in great danger 
and that only one thing could save her, and that was to deliver 
her promptly. This was done, and she was delivered of a 
living child, after which the flow of blood ceased. 

It is not definitely stated which of the two surgeons, Haultin 
or Guillemeau, actually performed the operation. According to 
Stephen Paget,’* the delivery was performed by Haultin, who 
admitted that he had learned the method from the patient’s 
father. 

Prompt delivery became almost universally adopted till the 
time of Julian Clement, who insisted on the more simple plan 
of rupturing the membranes. To Puzos, Clement’s pupil, the 
credit is generally conceded of first publicly advocating his 
master’s practice. The method was, however, not an invention 
of Clement, as in Mauriceau’s aphorism,’* written fifty years 
before Puzos, rupture of the membranes is indicated for the 
treatment of floodings. The reason Mauriceau gave for ruptur- 
ing the membranes is “‘lest the increased detachment of the 
membranes should augment the loss’’. 

In cases of central implantation of the placenta over the os 
uteri old writers carefully avoided perforation of the placenta. 
The prevailing practice was to lift it entirely from its connexions 
to the womb. In 1810 Deleurye*’ recommended piercing the 
placenta by an instrument to let off the liquor amnii, but it 
was Smellie*? (Case 8, No. 2, Collection 33) who was the first 
to push his fingers through the placenta in order to turn the 
foetus. In Case 14, related to him by a professional friend, the 
placenta was also perforated. 

Although version and rupture of the membranes were now 
the recognized methods of treatment for all cases of haemorrhage 
occurring before labour, three other methods began to make 
their way forward. The first of these was to leave the case to 
nature, the second to separate the placenta from its attachment 
to the lower uterine segment, and the third to plug the vagina. 

Leaving the case to Nature. The possibility of a safe natural 
termination of placenta praevia tempted many obstetricians to 
adopt the waiting policy. Many of the old writers described, in 
support of this practice, cases of central placenta praevia in 
which the os uteri dilated rapidly, the womb acted vigorously, 
and the head of the child bearing forcibly against the placental 
mass, expelled it first, and itself quickly followed. Smellie 
noted three such cases, La Motte* three, Lee** three, Rams- 
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botham senior* five, and Baudelocque,” Perfect,** Barlow” 
and Collins** one case each. In the labour ward of Kasr El Aini 
Hospital we had recently (1938) met with one case. 

In reviewing this situation Ramsbotham junior* gives the 
following sound advice :- ‘‘ Although there is thus a possibility of 
a natural termination of labour by the placenta passing first, 
and the child being expelled afterwards, it would be wrong to 
expect it, or to wait for it, for the probability is that the woman 
will bleed to death before the os uteri acquires a diameter suffi- 
cient to allow the passage of the placenta and the child through 
ed 

Separating the placenta from the lower uterine segment. In 
1844 Simpson*® of Edinburgh submitted to the Medico-Chirurgi- 
cal Society of that city a memoir in which he advocated the 
practice of removing the placenta before the child is delivered 
in patients in whom this mass presented itself at the os uteri, irres- 
pective of the degree of dilatation of the cervix. He was prob- 
ably the first to practise this method, notwithstanding the fact 
that Chapman* of Amphill, in Bedfordshire, fifty years before 
Simpson’s publication, suggested that ‘‘ it might be advisable to 
deliver the placenta previous to delivering the child in cases of 
alarming haemorrhage due to insertion of the placenta at the 
side of, or over, the os uteri.’’ Separation of the placenta as 
advised by Simpson was practised as a method of treatment and 
should not be confused with the method practised by Guille- 
meau,*” Mauriceau,** Daventer,** and Pugh,** in which they 
recommended withdrawal of the placenta when it was largely 
separated or lying loose in the vagina. This removal was prac- 
tised with the sole object of freeing the maternal passages in 
order to facilitate the performance of version. 

Plugging the vagina. It is difficult to determine at which 
date the vaginal plug began to be employed for the treatment 
of antepartum haemorrhage. Though an easy method to per- 
form, its use in pre-aseptic days must have been attended with 
grave results. Most of the early writers speak against it and 
limit its use to those cases in which the cervix is so rigid that 
version is impracticable. 

Summary. The treatment of placenta praevia as practised 
eighty to a hundred years ago may be summed up as follows. If 
bleeding occurred before delivery the obstetrician was advised 
to ascertain whether the placenta presents over the os uteri, and 
if so, whether the os is wholly or partly covered by it. If the 
placenta was found to be entirely covering the mouth of the 
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womb and the cervix was dilated to the size of a half a crown, 
version was performed. In partial placenta praevia the mem- 
branes were punctured. If haemorrhage did not cease, the child 
was turned. In patients in whom the os was found rigid and the 
bleeding alarming and could not be restrained by other methods, 
the vagina was plugged with a silk or cambric handkerchief, or 
lint steeped in oil, vinegar, or a weak solution of alum. 

In reviewing old literature dealing with the treatment of ante- 
partum haemorrhage, we have come across several points of 
outstanding importance, the value of which is as great to-day 
as it was when they were first given a hundred years ago. 

Blood transfusion. The following quotation appears in 
Ramsbotham’s valuable book :** ‘‘ The plan of transfusing blood 
from the system of another person to that of the patient, for 
the purpose of rousing the dormant powers and of sustaining 
life under haemorrhage, has lately been practised in a few cases 
with success.”’ In another part of the book he says: “‘ If you 
find the patient faint and cold . . . it is injudicious to proceed 
at once to the operation . . . brandy, ether, ammonia, may be 
exhibited and transfusion of blood might even be performed.”’ 

The danger of vaginal examinations. This cautious advice, 
written by Ramsbotham a hundred years ago, may well be 
preached to our present generation. “‘If the uterus is not con- 
tracting no vaginal examinations should be done. We might 
disturb the coagula formed at the patulous vascular orifices, and 
thus we should run the risk of causing a renewal of the bleeding. 
It is better that we should remain satisfied with suspicion (about 
the relation of placenta to cervix) than that we should disturb 
the temporary safeguard Nature has established.’’ 

Avoiding constipation and violent purging. ‘‘Some gentle 
aperients will be required . . . because the straining necessary 
for the passage of hardened faeces may dislodge the coagula col- 
lected over the exposed vessels. 

The dangers of rapid extraction after version. ‘‘ To facili- 
tate the expulsion, and to ensure ultimately as perfect a con- 
traction of the uterus as possible, gentle pressure may be applied 
over the uterine tumour, through the parietes of the abdomen; 
and unless the haemorrhage be continuing profusely, rapid ex- 
traction of the child’s body should be most cautiously avoided.”’ 
Such sound instruction is surely the outcome of mature experi- 
ence. 

We think it would be interesting to know what mortality 
attended the treatment of antepartum haemorrhage a century 
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ago. We, therefore, quote the following figures from Rams- 
botham’s series (1823 to 1834): 

“In 44 cases of placenta praevia, 6 cases presented by the 
breech and 5 were transverse. In most of these cases labour 
was premature. In 40 cases out of the 44, membranes were 
already ruptured before labour started. Out of these, 13 cases 
terminated naturally. In 26 version was performed without much 
difficulty. Eight patients died: 1 from malignant puerperal 
fever, 1 from inflammatory attack ten days later, and 6 from 
excessive haemorrhage and difficulty in separation of the pla- 
centa.’’ The mortality rate was, therefore, 18.2 per cent in the 
series quoted. 

The subsequent history of placenta praevia brings into pro- 
minence four other methods of treatment which, together with 
rupture of the membranes and application of a binder, have 
become established in modern times. 

1. Barnes’s hydrostatic dilators. Barnes’s method, as des- 
cribed by him, consisted in dilating the cervix by hydrostatic 
dilators. These were special bags which he introduced inside the 
cervix after separating the placenta from the wall of the uterus 
by sweeping the finger around in a circle. (Barnes’s Obstetric 
Operations, page 503.) In patients in whom the cervix was not 
wide enough he recommended packing the vagina with band- 
ages soaked in a solution of carbolic, and until sufficient dilata- 
tion of the os was obtained. 

2. Bringing down a foot. -The second method was that 
introduced in 1864 by Braxton Hicks. It consisted in turning 
the child by the two-finger method in an early stage of labour, 
and, after rupture of the membranes, bringing down a foot so 
that the buttocks of the foetus will press against the placenta, 
and tampon the bleeding sinuses. Further delivery was left to 
Nature. The method is, therefore, distinctly different from the 
internal version and immediate extraction of early obstetricians 
and its results were so superior that it held the field for a con- 
siderable period of time and is still widely practised, especially 
in the case of premature children. According to Lusk*’ the mor- 
tality in 178 cases treated by this method, in the practice of 
eleven obstetricians, was only 4.5 per cent. (Lusk, page 605.) 

3. Caesarean section. The high maternal and foetal mor- 
tality of placenta praevia led to frequent revisions of the methods 
of treatment with the object of finding a method which would 
reduce the dangers of low placental insertion to mother and 
child. The failure of vaginal methods in many cases has natur- 
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ally paved the way to the adoption of abdominal section to meet 
a condition of undoubted gravity. 

According to De Lee (page 532) Huston Ford performed 
the first Caesarean section for placenta praevia in the United 
States in 1892, and Lawson Tait in England in 1895. Browne 
(Antenatal and Post-natal Care, page 187) mentions that the 
operation was first advocated by Lawson Tait, for the treat- 
ment of placenta praevia, in 1890. In 1908 Kronig** and Sell- 
heim,** Kerr*® and Stoeckel*’ held that the methods of treatment 
of placenta praevia were in urgent need of revision and improve- 
ment, as nearly 10 per cent of all patients died directly as a 
result of haemorrhage, and advocated Caesarean section as a 
method of treatment. Mackenzie** arrived at the same conclu- 
sion from a study of the results of 22,115 cases collected from 
all over the world. 

Since then, and despite authoritative opposition from more 
conservative obstetricians, the method has steadily gained in 
popularity and has spread all over the world. It is significant 
that the eighth congress of French obstetricians, and the Surgi- 
cal Society representing the Scandinavian countries in 1934, 
concluded that abdominal section gave the best results in severe 
cases of unavoidable haemorrhage for both mother and child. 

4. Willett’s forceps. As far back as 1913, Roy Dobbin, of 
Kasr El Aini, treated cases of placenta praevia in which the 
presentation was cephalic by the application to the scalp of the 
foetus of two volsellum forceps to which weight traction was 
appended. The compression of the placental site by the head, 
thus applied, helped to stop bleeding and assisted in dilating the 
cervix. 

In 1925, J. A. Willett,*® of London, devised a special forceps 
for the same purpose. The original Willett’s forceps has since 
received several modifications, showing that the method has 
been well tried and has spread widely. It offers a better chance 
of saving the child, and is superior to Braxton Hicks’s method 
in that it does not entail any intra-uterine manipulation. In 
275 cases treated by Willett’s forceps and reported by Benaron“* 
the foetal mortality was 50.9 and the maternal mortality was 
7.2 per cent. 


Results of Treatment in Placenta Praevia. 

In the maternity service of Kasr El Aini Hospital during the 
last ten years there were 314 cases of placenta praevia among 
18,467 deliveries, an incidence of 1.7 per cent. This rate is probably 
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too high and may not represent the true incidence of the disease 
in Egypt. In the maternity service of the child welfare centres 
of the Ministry of Health in Cairo during the last five years the 
ratio among 252,302 of normal, uncomplicated cases of labour 
was 0.6 per cent, which probably represents the true incidence. 
Berkeley reports 5,107 cases of placenta praevia among 500,988 
confinements, an incidence of I in 98. 

Of the 314 patients in our group, the placenta was lateral in 
68, marginal in 184, and central in 62; or 21.6, 58.7, and 19.7 
per cent respectively. Thirty-four were primiparae, or 10.8 
per cent, and 280 were multiparae, or 89.2 per cent. The 
average parity was five, and the average age was 32. The 
youngest patient in the group was 17, and the oldest was 42 
years of age. 

As to the period of pregnancy in which the condition was 
diagnosed, or at which antepartum haemorrhage occurred, 
4 patients of the group of 314 were between 24 and 28 weeks 
(1.2 per cent), 63 were between 28 and 32 weeks (20.1 per cent), 
133 were between 32 and 36 weeks (42.3 per cent), 98 were 
between 36 and 40 weeks (31.2 per cent), while 16 patients came 
with haemorrhage at term (5.1 per cent). 

The methods of treatment employed were rupture of the 
membranes and application of a binder in mild or moderate 
cases with good pains (46 cases), Dobbin’s application of forceps 
to the scalp in moderate cases with cephalic presentation (78 
cases), and bringing down a foot in similar cases with breech 
presentation, or Braxton Hicks’s method in the more severe 
cases where more positive pressure was required (165 cases). 

Caesarean section was reserved for those cases in which the 
pregnancy was at or near term, especially when such cases 
presented themselves with undilated os and were considered 
to be free from the chance of infection. Repeated tampering 
with our cases by midwives before admission to hospital has 
unfortunately precluded us from wider use of abdominal sec- 
tion. Only 12 cases were treated by this method. 

Other and less important methods of treatment were carried 
out in the remaining 13 cases. 

Of the 314 patients, 19 died; a gross maternal mortality of 
6.1 per cent. Of the children, 154 were stillborn; a mortality 
of 49 per cent. Prematurity was the chief cause of foetal mor- 
tality. It is interesting to note how closely these figures agree 
with those given by Marr* in an analysis of 146 cases of placenta 
praevia which occurred among 33,464 deliveries. Out of these 
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146 cases Caesarean section was performed in 40 cases, with 
@ mortality of 2.5 per cent, in contrast with a mortality of 5.6 
per cent among the cases treated by vaginal methods. The 
foetal mortality was 20 per cent among the Caesarean group 
and 49 per cent among the vaginal group. Binder** reports 84 
cases among 9,000 consecutive deliveries, in whom 16 were 
treated by abdominal section and the rest by rupture of the 
membranes, the bag, or version. The gross mortality was only 
2.4 per cent. The foetal mortality was 60 per cent. Thompson’ 
reports a series of cases in which the mortality of Caesarean 
section was 6 per cent, while 36 cases treated by the insertion 
of the hydrostatic bag all recovered. Greenhill"* reports 118 
cases of which 42 were treated by abdominal section with no 
mortality, and 76 by vaginal methods with 4 per cent mortality. 
Wilson* gives a series of 102 cases among 16,310 deliveries, ot 
which 32 were treated by Caesarean section with no mortality, 
while 70 treated vaginally had a mortality of 4.3 per cent. 

Daily,°*° of the Chicago Lying-in Hospital, reports a series of 139 
consecutive cases (1927 to 1934) with no maternal mortality, and 
with a foetal mortality of 22 per cent. Patients with antepartum 
haemorrhage are immediately referred to hospital without any 
vaginal or rectal examination. On admission they are grouped 
and where necessary a blood-transfusion is given. Shock is 
attended to before any other treatment is undertaken. A com- 
plete examination is then made in the operating theatre, with 
everything prepared to proceed with whatever treatment is 
deemed best. 

Caesarean section, by the lower uterine segment technique, 
is the treatment usually favoured, and accounts for 58 cases of 
the series. Of the remaining 81 cases, 25 were treated by rupture 
of the membranes, 18 by bipolar version, 12 by insertion of the 
hydrostatic bag, and 6 by Porro’s operation. 

The problem of the procedure to be adopted in dealing with 
the different varieties of placenta praevia remains a vexed one. 
The notable diversity of opinion on this point may be gathered 
from the following passage taken from Berkeley’s able and 
exhaustive study of 5,107 cases of placenta praevia :— 

‘‘For instance, when the internal os was completely re- 
covered, 47 different methods were employed to deliver the 
child; when the internal os was partly covered 51 different 
methods, when the internal os was not covered at all, 41 dif- 
ferent methods . . . In view of the fact that all these patients 
were treated by, or under the supervision of, well recognised 
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obstetrical experts, one must assume that each method employed 
was the best in the circumstances.’’ 

This series, which is evidently the largest series that has ever 
been published, is characterised by being the only one in which 
a uniform plan was adopted by all the institutions concerned, 
representing as it does the practice as a whole of the professors 
of Great Britain and Ireland. Every method of treatment under 
the different varieties of placenta praevia is discussed and the 
results for mother and child are given. The terminology adopted 
by Berkeley in this article is to our mind very sound and prac- 
tical. In place of central, complete, incomplete, marginal, par- 
tial, lateral, and high lateral, etc., etc., he uses the terms 
‘‘internal os completely covered, internal os partly covered, 
and internal os not covered at all.”’ 

Of the 4,580 cases analysed by Berkeley, 1,911 were treated by 
one of the five principal methods now practised. Of these 1,911 
cases 502 were treated by Caesarean section, with 21 deaths; 571 
by bipolar version, with 30 deaths; 391 with scalp traction, with 
4 deaths; and 391 by rupture of the membranes, with 5 deaths. 
Fifty-six cases were treated by insertion of the hydrostatic bag. 
Berkeley is in favour of the use of a single method of treatment 
as against what he calls composite methods. He rightly condemns 
the vaginal pack which is attended with a high maternal and 
foetal mortality. Caesarean section is advocated as the safest 
method of delivery in placenta praevia for both mother and child, 
especially in patients with 36 weeks of pregnancy or over. The 
gross maternal mortality of this method is about 4 per cent, and 
the foetal mortality is in the region of 15 per cent; the maternal 
mortality of bipolar version is nearly 7 per cent, but the foetal 
mortality is 85 per cent. 

Berkeley, as a result of his analysis of this large number of 
cases, gives the following points to be observed in the treatment 
of patients suffering from placenta praevia : 


1. Control the bleeding as soon as possible. 


2. Do not make a vaginal examination unless prepared to embark at 
once on an appropriate treatment. 


3. Combat the shock, if such is present. 

4. Take every precaution to prevent septic infection. 

5. Do not hasten delivery, except in cases of Caesarean section. 

6. Perforate the placenta if necessary with a sharp pointed instrument. 


7. Whenever possible the patient should be treated in a hospital or 
first-class nursing home, with expert assistance. 
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Part II. ACCIDENTAL HAEMORRHAGE. 


In the maternity service of Kasr El Aini Hospital there were 
83 cases of accidental haemorrhage among 18,467 deliveries 
during the last ten years, an incidence of 0.44 per cent. Of 
this group of 83 cases I2 were primiparae and 71 were multi- 
parae, a percentage of 14.4 and 85.6 respectively. In 14 cases, 
or 16.8 per cent, the haemorrhage was of the concealed type. 

Of the 83 patients 16 died, a mortality of 19.2 per cent. Of 
the children, out of 84, 51 were still-born, one patient having 
twins; a mortality of 60.7 per cent. Most of the mortality 
occurred among the concealed type of haemorrhage. Three of 
these unfortunate women were admitted to hospital moribund 
and died undelivered shortly afterwards. If they were excluded 
from the group the maternal mortality would be lowered to 16.2 
per cent, and the foetal mortality to 59.2 per cent. 

The average age in the whole group was 30 years, and the 
average parity was 4. 

The relative frequency of the two varieties of accidental 
haemorrhage in most recently published series is not much 
different from ours. Among 9,000 deliveries in the Williams’s* 
Maternity Service there were 57 cases of accidental haemor- 
rhage, in the last 40 cases of which there were 5 cases of the 
concealed type, or 12.5 per cent. In a series reported by 
Irving” in 1937, however, the incidence of the concealed hae- 
morrhage, in relation to the revealed type, is extremely high. 
Out of 353 cases 119 were of the concealed type, and 234 of 
the revealed variety, a proportion of I in 3. 


Historical Review. 


To Edward Rigby,’* of Norwich, the credit is due of differ- 
entiating between the two classes of antepartum haemorrhage, 
the unavoidable and the accidental. His famous essay on the 
‘Uterine Haemorrhage which precedes the Delivery of the 
Full-grown Foetus’’ was published in London in 1775. The 
concealed type of accidental haemorrhage, however, did not 
seem to be well understood by ancient writers, and failed to 
be recognized by them. Among the earlier writers who grasped 
its true nature and called attention to its gravity is Rams- 
botham, in his ‘‘ Principles and Practice of Obstetric Medicine 
and Surgery,’’ published in London in 1851. Decrying the use 
of the vaginal plug in the treatment of certain cases of acci- 
dental haemorrhage, Ramsbotham says that it may lead to 
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accumulation of blood inside the uterus ‘‘. . . although such 
great men as Dewees, Caperon, Guardian and Dugés’’, he 
states, ‘‘ strongly deny the possibility of such an occurrence, our 
countrymen Hunter, Denman, Barlow and Merriman look upon 
the uterus at the termination of pregnancy as capable of con- 
taining a body larger than the ovum, and fear an internal 
accumulation of blood in consequence of its distensibility. Of 
this fact, indeed, more than one incidence has come within 
my knowledge.’ In discussing the symptoms of antepartum 
haemorrhage, he again says: ‘‘Sometimes the haemorrhagic 
symptoms may be more strongly marked than can be reason- 
ably accounted for by the quantity of blood lost externally. 
Under such circumstances there is good reason to apprehend 
that flooding is going on in the cavity of the womb itself, and 
that the blood, for some unascertained reason, is prevented 
escaping. . . . It has occurred to me to meet with a few cases 
of this kind of concealed haemorrhage, and they all have been 
attended with distressing pain or feeling of tightness.’’ 

Among the earliest published series of cases of accidental 
haemorrhage those of Goodall** should be mentioned. In 1870 
he collected 106 cases from the literature, stressed the gravity of 
the condition and the inadequate nature of the methods of 
treatment practised at the time. Out of the 106 cases, 54 died, 
and of the children only 6 were saved. The publication of this 
series followed 19 years after Ramsbotham’s book, and shows 
that his recognition of the concealed variety of accidental hae- 
morrhage was becoming widely adopted, all the 106 cases of 
Goodall being of the concealed type. Holmes,** in an excellent 
treatise published in 1901, was able to collect 200 additional 
cases of concealed haemorrhage and to review the existing 
literature on the subject. Later Dorman,’ Colclough,** Essen- 
Moller’? and others contributed further series. 


Aetiology of Accidental Haemorrhage. 


In spite of extensive work on the subject, the primary cause 
of separation of the normally implanted placenta remains ob- 
scure. Since the time of Mauriceau, and even earlier, prema- 
ture separation of the placenta has been attributed to injury. 
Rigby was of similar opinion. Trauma was observed in 67 of 
the 200 cases collected by Holmes, but was mentioned less fre- 
quently in subsequent statistics, and was lacking in the 57 cases 
of Williams. In Montgomery’s”® series of 32 cases trauma is 
said to account definitely for two cases. In our series of 83 
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cases trauma appears to be a factor in 5, vaginal bleeding having 
occurred shortly after the patient had received a blow on the 
abdomen, the victims being otherwise healthy. It must, how- 
ever, be remembered that we receive police cases from all over 
the district of Cairo and that this must tend to increase the 
importance of an otherwise negligible factor. Besides, trauma 
may be a coincidence and not a cause, or it may simply be the 
exciting factor in a patient on the verge of bleeding. Careful 
investigation may also reveal a few malingerers among the 
women who attribute their symptoms to trauma. 

The association of pre-eclamptic toxaemia and eclampsia 
with placental, retro-placental and myometrial haemorrhage has 
been noted by Faure in 1899, Muus in 1906, Bar, de Kervilly, 
Brindeau, Essen-Moller, Portes, and de Lee.*® Portes,®® work- 
ing in Couvelaire’s clinic, found toxaemia in 91.3 per cent and 
eclampsia in 8.3 per cent of the cases of accidental haemorrhage. 
Browne" found toxaemia in 83 per cent of 26 cases in Univer- 
sity College Hospital. In one of these there was bilateral cortical 
necrosis of the kidneys. Similar lesions were observed in three 
cases in our own group, all three terminating fatally. Albumi- 
nuria was present in a large proportion of our group, amounting 
to 86.7 per cent, and was associated with other signs of tox- 
aemia. These findings are in complete accord with the views 
of most recent writers. In Montgomery’s series toxaemia was 
present in 82 per cent, and among 15 cases reported by Rosen- 
feld®’ toxaemia was observed in 12, or 80 per cent. It is impos- 
sible to explain on the basis of the theory of toxaemia the total 
absence of hepatic and renal lesions in a not inconsiderable pro- 
portion of the cases. 

It may also be difficult to say whether the toxaemia is the 
cause or the result of the haemorrhage. According to Young 
placental separation gives rise to toxaemia by liberating pois- 
onous autolytic products from the separated part. It is interest- 
ing to mention here that Haufbauer®“ in 1926 produced highly 
suggestive lesions by injecting weak histamine solutions in 
experimental animals. Young believes that the primary cause 
of placental separation is thrombosis of the ovarian vein, but 
Morse,** in 1918, found by experiment on the rabbit that hae- 
morrhage never occurs unless all the veins draining one horn 
of the pregnant uterus are tied. Other observers have failed to 
find ovarian thrombosis, or thrombosis of other main veins, in 
accidental haemorrhage. 

Nephritis was at one time considered to be a most important 
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cause. Chantreuil in 1881, Fehling in 1885, and Winter** later 
in the same year, noted the frequent association of albuminuria 
and accidental haemorrhage, and attributed the condition to 
nephritis. Although 33 of the cases of Williams had albumin 
in the urine, only two- suffered from true nephritis. Hofmeier 
reported 58 cases in which albuminuria also occurred in 33, 
but an indication is not given of the number of cases of true 
nephritis. Browne and Dodds‘ have shown experimentally 
in the rabbit that haemorrhagic lesions of the placenta, together 
with placental separation, can readily be inducted by setting up 
a chronic nephritis. Browne attributes this to the presence in 
the blood of an endothelial toxin, the action of which, combined 
with the effects of hypertension secondary to the chronic neph- 
ritis, results in bleeding from the maternal sinuses. Dieck- 
mann,°* in a study of the blood chemistry and renal function 
in accidental haemorrhage, in 1936, divides the cases into two 
groups, the toxaemic or hypertensive, and the non-toxaemic. 
He states that the majority of the cases appear to be associated 
with a vascular disease which is only rarely due to chronic 
glomerulo-nephritis. The renal function is impaired in many 
cases but returns to normal some months after delivery, show- 
ing that true chronic nephritis is not present. The hypertension 
observed in some cases is not necessarily the result of nephritis, 
but may be due to toxaemia. Even without toxaemia, preg- 
nancy in some cases seems to stimulate a latent hypertension to 
become active. The antecedent symptoms of accidental 
haemorrhage, which are almost invariably present, correspond 
closely to those of pre-eclamptic toxaemia, and less definitely to 
those of nephritis. 

In 1915 Williams®® observed peculiar degenerative changes 
in the intima of the smaller uterine vessels, and suggested that 
accidental haemorrhage may possibly be due to a peculiar kind 
of toxaemia. Subsequent workers failed to confirm these find- 
ings. It seems to be unnecessary to invoke the action of a pecu- 
liar toxin to explain a condition which is not invariably toxic. 

Bartholomew and Kracke” favour the theory of placental 
infarction in the explanation of the aetiology of pregnancy tox- 
aemia and placental separation. There is insufficient histolo- 
gical or clinical evidence to support this view. 

Couvelaire,’* Essen-Moller*’ and others described character- 
istic lesions in the ‘uterine wall which serve to explain the 
failure of the organ to contract but still leave us in the dark 
as to the primary cause of these lesions. 
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Peare Tf. 


SPECIMEN, 


PLACENTA PRAEVIA MARGINALIS. PoOst-MORTEM 


On the posterior surface of the uterus two windows have been dissected off in order to show the 
position of the placenta and its relation to the cervix and wall of the uterus. .\ flap of the dilated 
the thinned out external os and its relations to the 


cervix is reflected to one side in order to show 
ve seen through the semi 


lower edge of the placenta and foetal head. The foetal parts could 
transparent membrane in the upper third of the superior window. On the anterior surface of the 
specimen adjacent to the area of the placenta (not shown in the illustration) one ean see the urinary 
bladder at the lower pole of the specimen and the back of the foetus through two big windows. 

Note the unusually congested state of the blood-vessels. 

(t) Placenta; (2) Head ; (3) Edge of cervix ; (4) Dilated cervix, incised and reflected ; (5) Membranes 


of foetus, 
84 Mahfouz’s Obstet. and Gyn, Museum, 

















84 Mahfouz's Obstet. and Gyn, Museum, 








PvaTE Il. 


PLACENTA PRAEVIA) MARGINALIS. 


The uterus removed post-mortem with the foetus and placenta marginalis which is seen through 
the window on the uterine wall. 


(1) Cervix of uterus; (2) Placenta praevia; (3) Foetal head; (4) Uterine wall; (5) Ovary. 


85 Mahfouz’s Obstet. and Gyn. Museum, 


























Puare IL. 
PLACENTA PRAEVIA. Contraction RING ROUND THE NECK OF Fortus HINDERING DELIVERY AFTER 
VERSION, 
The specimen was removed post-mortem from a woman who died as a result of placenta praevia, 
Clinical Notes.—Savda Mohamed Badwy admitted to hospital collapsed and unconscious. History 
taken from relatives that she was bleeding for the last three days. On examination patient was 
found) pulseless ; completely unconscious, gasping for air. Per vaginam, the os was four fingers 
dilated and placenta was found half detached and hanging in the vagina. Version was done in bed. 
It was noted later that the foetus did not advance with traction on the legs. When the patient died 
it was discovered that the reason why the foetus could not be delivered was the presence of a con- 
traction ring around the neck of the foetus, 
(1) Placenta ; (2) Contracting ring ; (3) Retracting ring ; (4) Tape applied round the foot of the foetus 
for traction in case of haemorrhage. 


So Mahfouz’s Obstet. and Gyn. Museum. 




















PLACENTA PRAEVIA CENTRALIS. PREGNANCY OF ABOUr 7 


The practitioner who attended the case perforated the placenta which was inserted centrally 


the cervix, He 
delivered, 


Post-mortem, 


uterine segment, 


uterine os. 


(1) Uterine wall 


(3) Cord; (4) Tear in the groin of foetus caused by traction on foot ; | 





Phare IV. 


7 Montus. 


on 
pulled down the leg and almost tore it off at the groin. The patient died un- 
—When the uterus was opened it was found that the foetus was lving in the lower 

Placenta’ was completely separated from its attachments, but was covering 


incised and reflected to expose placenta praevia; (2) Placenta praevia centralis ; 


5) Lower limb from which 
foot was torn off by pulling ; (6) Vagina. 


$86 Manfouz’s Obstet. and Gyn. Museum. 
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PLate V. 


Uterus or a Parent wio Diep or ANTEPARTUM HAEMORRUAGE DUE TO Toxaemn 
CONCEALED AND REVEALED HAEMORRIAGE,. 


Note the following characteristic lesions in the uterus, ovaries, and tubes 
those that 


Bluish, purplish and coppery discoloration of the uterine wall which resembk 


fe 
occur in ovarian eysts with twisted pedicles. 
2. Extensive intra-muscular haemorrhage, dissociating the muscle fibres and completely destroy 
ing their contractile properties. . : 
3. Subserous haemorrhages. 
4. The serosa split in many places, leading to escape of blood into the peritoneal cavity. 
(1) Ovary ; (2) Tube ; (3) Round ligament ; (4) Cervix. 


101 Mahfouz’s Obstet. and Gyn, Museum. 
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PLate VI. 
Urerus, ‘TOxXAEMIC CONCEALED ACCIDENTAL 
The patient, 35 vears of age, secundipara, was pregnant 8 months and admitted to hospital on 


13th October, 1930, almost moribund. The cervix was partially dilated and could admit two fingers. 
The uterus felt 


HAEMORRHAGE (.ALBUMINURIA). 


The membrances were intact. There was not any blood escaping into the vagina. 
almost woody in consistence, It was unduly large and extremely tender. The patient died soon after 


admission, 
Post-mortem.—The uterine cavity was found filled with blood which had poured out from behind 


cad 


the detached placenta and was stored up in the uterus. Several haemorrhages are seen infiltratin 
the muscular wall of the uterus, A considerable amount of blood had poured out between the muscular 
and peritoneal coats causing extensive tears of the latter. This intra-peritoneal bleeding was the 
direct cause of death, 


(1) Haemorrhage, wall infiltrated with blood, 


rupture of peritoneal eoat : (2) Muscular 
1o1r\A Mahfouz’s Obstet. and (ivn, Museum. 




















Pirate VII. 


CONCEALED ACCIDENTAL HIAEMORRIAGE. 
The secimen consists of a section of a gravid uterus from a patient who died almost at full term. 
A large retroplacental haematoma is seen causing an almost complete separation of the placenta 
from the uterine wall. 

(1) Retroplacental haemorrhage ; (2) Foetal head ; (3) Edge of cervix ; (4) Red infarets in the placenta ; 
(5) Margin of placenta still remaining adherent 


161E Mahfouz’s Obstet. and Gyn. Museum. 
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Multiparity is said to be a strong predisposing factor. Only 
19.2 per cent of the cases collected by Holmes were primi- 
parae. In Williams’s group 30 per cent, and in our group 14.4 
per cent, had accidental haemorrhage in their first pregnancy. 
So long as the primary cause of placental separation remains 
obscure the significance of multiparity and its true relation to 
that cause must remain imperfectly understood. 

Sudden emptying of the uterus, especially in hydramnios 
and twin pregnancy, severe torsion of the organ, and traction 
on a short umbilical cord, have all been blamed, on mechanical 
grounds, for accidental haemorrhage. The most famous ex- 
ample of the latter condition is that pictured and described by 
Pinard and Varnier” in their Atlas of Obstetrics. 

German writers, particularly Von Weiss,” Seitz,”* and 
Schickele’* suggested chronic endometritis as the cause, and 
brought multiparity forward as a strong argument in favour of 
their view. The modern conception of gynaecologists on this 
point, based on careful histological study of the endometrium 
of the uterus in various phases of health and disease, renders 
this theory hardly tenable. 

Heim’* found an excess of prolans A and B in the urine of 
the toxaemic type of cases, and Shute’’ found excess of oestro- 
genic substance in the blood, suggesting an endocrine factor. 
As in the case of all endocrine disturbances, it is difficult in the 
present state of our knowledge to decide whether the primary 
fault is in the endocrine system or whether it is a manifesta- 
tion secondary to a general metabolic or pathological upset. 

Avitaminosis, particularly deficiency of vitamins E and C, 
and even allergy were suggested to be causative factors. Ac- 
cording to Shute sufficient vitamin E must be present in the 
body to check the effects of oestrogenic hormone present in 
excess in patients on the verge of accidental haemorrhage. 


Differential Diagnosis of Antepartum Haemorrhage. 

In cases of antepartum haemorrhage in which the cervix is 
undilated the differential diagnosis between accidental haemor- 
rhage and lateral placenta praevia is always difficult. 

Earlier writers laid great stress on the recurrent nature of 
the bleeding and its entirely painless character in placenta 
praevia, and on the pain, distress, and sense of tightness in 
accidental haemorrhage. They also correctly attached diagnos- 
tic importance to the prominence of shock in the latter condition 
out of proportion to the blood lost. 
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In his masterly investigation of 5,107 cases of placenta 
praevia, Berkeley’ states that, although albuminuria and 
hypertension are not invariably present in accidental haemor- 
rhage, and may be present in association with placenta praevia, 
they still have a place in the diagnostic assessment of difficult 
cases of antepartum haemorrhage. 


This difficulty in the diagnosis of the less well-marked cases, 
and the demand for early diagnosis in the attempt to reduce the 
maternal and foetal mortality of such a grave complication of 
pregnancy, has led to the introduction of various aids to clinical 
methods of diagnosis. 


Turman™ devised a vaginal stethoscope with which he 


claims it is possible to diagnose placenta praevia by detecting a 
placental bruit heard through the vaginal fornices. Shute des- 
cribed serological tests to detect early or potential cases of acci- 
dental haemorrhage. He considers that in all such cases there 
is an excess of oestrogenic substance in the blood and a hor- 
mone-vitamin imbalance which can be detected by testing the 
serum of the patient. He concludes that in view of the dangers 
of vaginal examinations in placenta praevia, and of the still 
doubtful state of radiological diagnosis, this test should prove 
to be of great value in the differential diagnosis of difficult cases 
of antepartum haemorrhage. Shute also lays stress on a palm- 
sized area of true uterine tenderness which is present in the 
early cases of accidental haemorrhage. 


In 1930, Menees, Miller and Holly*® showed that by inject- 
ing strontium iodide into the amniotic sac through the abdo- 
minal wall it was possible to outline the placenta clearly in an 
X-ray film. The method was tried by Munro-Kerr and Mac- 
kay®’ in 1933 but resulted in three foetal deaths. They then 
used uroselectan B, which is non-toxic and non-irritant, with 
safer results. The great risk of this method, however, is the 
liability to bring on premature labour. Berkeley’* and Browne™ 
are of similar opinion on this point. 

In 1934 Snow, Miller and Powell®’ showed that it is pos- 
sible to demonstrate the placenta even in an ordinary X-ray 
film, but the reading of such films is difficult and leaves the 
issue doubtful. In 1935 Ude, Walter and Urner** have shown 
that it is possible to diagnose placenta praevia by taking an 
X-ray film after injecting sodium iodide solution into the blad- 
der. Wider separation between the shadow of the bladder and 
the shadow of the foetal skull than exists in normal placental 
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implantation indicates the presence of the thickness of the 
placenta between them. 

The value of these tests remains to be proved by further 
research. The difficulties that beset the way of the obstetrician 
in making a correct diagnosis in some cases of antepartum 
placental separation are still so great that in some cases a 
correct diagnosis can only be made by careful examination of 
the placenta after its delivery. 


In conclusion, we wish to thank Prof. Ahmed Bey Shafik 
for permission to include in our statistics cases treated in his 
own wards; and Dr. Sadik Tewfik Fodah and Dr. Abdel Salam 
el Hamamsy, the registrars of our department, for their help in 
preparing the statistics. 
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THIS paper has been written to draw attention to the part 
played by the ovary in certain cases of dysmenorrhoea. The 
author has set himself to discuss how lesions of the ovary can 
produce dysmenorrhoea, how this “‘ ovarian dysmenorrhoea ”’ 
can be recognized, and how it can be treated. 

All gynaecologists must admit that the standard treatment of 
dysmenorrhoea is often disappointing. Cervical dilatation with 
or without curettage is performed on patients in whom no gross 
pelvic lesion is present, nor any uterine displacement, nor any 
suspicion of appendicitis, but the result is very often either a 
failure, or else a partial failure, the patient continuing to experi- 
ence menstrual pain, although the pain is slightly altered in 
character. 

It is generally agreed that approximately 65 per cent of all 
women between puberty and the menopause suffer from some 
degree of monthly discomfort, and that at least half of these 
particular women either cannot continue their normal occupa- 
tions at these times, or do so with much distress. It it well 
known that this constitutes a serious national problem, and it 
has always attracted medical attention. Despite all our present 
knowledge, however, 31 per cent of healthy schoolgirls, 42 per 
cent of the girls who lead a healthy outdoor life and a higher 
percentage of those occupied in manual work still continue to 
suffer, and are but little relieved by such measures as are at 
present directed for their relief. These figures have caused much 
thought, as is evident from the mass of literature on the subject, 
but we cannot seriously maintain that we are nearer the solution 
of the problem when we learn and apply some of the many 
classifications of the complaint in general use to-day. 

* Read before the 11th British Congress of Obstetrics and Gynaecology, 
Edinburgh, April 4th, 5th and 6th, 1939. 
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There is definite evidence that our present conception of 
dysmenorrhoea is faulty, and that our classifications are a hin- 
drance rather than a help. We cannot at present state the exact 
incidence of dysmenorrhoea of uterine origin, but most current 
classifications of dysmenorrhoea regard the uterus as the only 
possible aetiological factor and do not consider the réle that may 
be played by the ovaries, Fallopian tubes or other structures. 
The omission may be traced back to the literature immediately 
subsequent to the times of Lawson Tait, Pozzi, Hegar, Battey 
and others; after this era authors attempted to conceal their 
lack of knowledge by coining such terms as “‘spasmodic’’, 
“‘intrinsic’’, “‘true’’, “‘ primary’’, “‘secondary’’, and “‘ idio- 
pathic ’’ dysmenorrhoea. A little study should make it clear that 
this outlook is wrong, and that the ovary alone is often the 
source of the pain; dysmenorrhoea of ovarian origin may often 
be accompanied by characteristic uterine discomfort, a fact 
which makes the separation of the two possible sources a matter 
of the greatest difficulty. 

Some years ago, I began to suspect that the reason for the 
comparatively poor results obtained by standard methods of 
treatment for dysmenorrhoea might be due to inaccurate diag- 
nosis of the exact origin of the pain. The available literature 
gave me little help, but I found there was general agreement 
that disease of the ovary might be the cause of dysmenorrhoea 
in certain patients. In spite of this, and in spite of the fact that 
Ovarian pain is accepted by most writers, I found that none 
of the authorities I consulted had attempted to show how any 
given case of dysmenorrhoea might be diagnosed as ovarian. 
So I set myself the problem of evolving a method of examination 
which would enable me to recognize such cases and select them 
for special investigation and treatment. 

The most obvious method of discovering whether the patient’s 
menstrual pain is due to disease of the ovary is to apply 
reasonably firm bimanual compression to the ovary and to ask 
the patient if the pain thus produced is similar to that experienced 
at the menstrual times (the viscero-sensory reflex). If so, there 
would thus be a reasonable criterion of the origin of the pain, 
discomfort and feeling of nausea. But in many patients the pain 
produced by ovarian compression did not resemble the men- 
strual pain of which she complained. I suspected that in such 
patients the origin of the menstrual pain might be uterine, and 
adopted the following ‘ sound test ’ in the hope that it would be 
of aid to the diagnosis of uterine dysmenorrhoea. 
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The passing of a sterile uterine sound, hitherto regarded as a 
difficult procedure in such cases owing to the likelihood of the 
internal os being very tight, proved to be simple, and was not 
followed by any known immediate or remote ill effects. Need- 
less to say all precautions were taken to exclude pregnancy, 
cervical infection, or other contra-indication before passing the 
sound. In several cases a small intra-uterine bag was used, with 
full aseptic precautions, to test for uterine pain, and inflated to 
5 c.c. capacity. In others, when the Fallopian tubes of the 
patient were blocked, Rubin’s apparatus was used up to 
300 mm. Hg. pressure. The intra-uterine bag has obvious dis- 
advantages, and I have not used it recently. 

All these methods yielded peculiarly uniform results from 
which was formed the opinion that typical uterine pain is 
accurately referred to the midline of the lower abdomen in the 
immediate supra-pubic area, although it may sometimes reach 
as high as the umbilicus. This was true in 49 per cent of the 
patients examined. In 11 per cent of somewhat exceptional 
instances of uterine dysmenorrhoea the passing of a uterine 
sound produced atypical referred pain in some other lower 
abdominal area. In most of these there was some palpable pelvic 
abnormality, the consideration of which is outside the scope of 
this article, but which was in all probability responsible for the 
abnormal pain distribution in such cases. The passing of the 
sound was absolutely painless in approximately 36 per cent of 
the patients, many of whom were not suffering from dysmenor- 
rhoea; it produced pain referred exactly to the umbilicus in 2 
per cent, and to the midline of the vulva about the position of 
the clitoris the other 2 per cent. The exact examination tech- 
nique is described later, but the author suggests that it is now 
possible by observation of the outlined method of examination 
to separate with some accuracy the cases of true uterine pain 
from those of ovarian origin, and likewise correctly to interpret 
mixed ovarian and uterine symptoms when they co-exist. 


Ovarian Nerve Supply. (Intrinsic and Extrinsic.) 

To agree that ovarian dysmenorrhoea can exist either as an 
individual complaint, or in conjunction with menstrual pain of 
uterine origin, implies the acceptance of the view that the two 
structures possess their own independent and separate nerve 
supplies, and this is now believed to be true. Learmonth,' 
Mitchell’ and some histologists are still in doubt as to the possi- 
bility of a direct anatomical connexion between the tubal and 
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ovarian supplies, but the absolute independence of the uterine 
and ovarian systems is accepted. The ovarian innervation is 
bilateral, and pain originating in one ovary may be referred to 
that side, or to the opposite side, or to both the affected and the 
opposite sides. The clinical importance of this fact is readily 
appreciated. 

The ovarian nerve supply is chiefly sympathetic, being 
derived from the renal, intermesenteric and coeliac plexuses. 
The ovarian nerves enter the hilum of the ovary in two or three 
main trunks, and then split up within the substance of the organ 
to accompany the arterial ramifications and end outside the 
theca externa of the follicle. Any statements to the effect that 
the terminal nerve fibres penetrate the membrana granulosa have 
now been disproved, but they form an extremely dense network 
round the follicle and are in intimate contact with it. It is just 
possible that one or two fine, terminal twigs may leave the ovary 
between the layers of the mesosalpinx to end near the Fallopian 
tube and uterine cornu, but their final destination is not yet 
known. 

The vascular state of the ovary appears to be controlled by 
the (dilator) impulses of the few parasympathetic fibres in 
antagonism to the richer sympathetic (vasoconstrictor) supply. 
In an organ subject to cyclic variations this is undoubtedly of 
importance relative to the control of the degree of congestion and 
the possible production of pain. 

With reference to the possibility of harm being done to the 
ovary by a surgical denervation, it is well to remember that the 
stabilization of vascular tone within an organ thus suddenly 
deprived of its control is known to be rapid and without ill effect, 
even when the organ in question is functionally dependent upon 
its nerve control. The ovarian function and cycle are under 
hormonal control, however, and in consequence both are quite 
unimpaired, although pain impulses cannot in future spread 
thence to the higher centres. 

It has been shown that pathways for painful ovarian stimuli 
exist in the ovarian nerves, as is known to be the case in the 
presacral system in connexion with the uterus, and the success 
of the operation of ovarian denervation for the block of painful 
ovarian stimuli depends upon this fact. 


Lesions and Abnormalities of the Painful Ovary. 
For the purpose of this discussion I will consider only the 
painful or tender though apparently normal ovary, and exclude 
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the frankly diseased, adherent, and inflamed or enlarged organ, 
as found typically in secondary dysmenorrhoea. My remarks 
will be thus confined to the cases which must be regarded as 
primary ovarian dysmenorrhoea. These undoubtedly constitute 
a certain proportion of our difficult cases; the grossly diseased 
Ovary is readily recognized and accepted as a source of pain, but 
it is unusual in the young patient in whom the typical symptoms 
under discussion exist. 

The sclerocystic changes assume by far the greatest impor- 
tance in the cases under consideration and were present in all 
my own cases of ovarian dysmenorrhoea, but some authorities 
maintain that the small cirrhotic ovary with its thickened white 
capsule is an equally important aetiological factor. L’ Hermitte* 
and others of the French School support the neurogenic aetio- 
logical theory, and believe that sclerocystic ovarian changes are 
secondary to the influence of some ovarian nerve lesion rather 
than a primary condition. In consequence they regard cyst re- 
section, or any other operation productive of ovarian scarring, 
as ill-advised and likely to lead to recurrence of the symptoms 
by producing further scarring with fibrosis and pressure on the 
nerve endings. In support of this view there is very definite 
evidence of a peri- and intra-fascicular ovarian nerve degenera- 
tion in such cases; some observers now regard this as a constant 
finding in ovarian sclerocystic disease, and similar degenerations 
are frequently found in about 70 per cent of presacral nerves in 
cases of intractable uterine dysmenorrhoea. 

The author can confirm these findings relative to the presacral 
and ovarian nerve lesions in such cases, but is as yet unable to 
express any definite view, as the number of cases under review 
is too small to permit any final conclusions. It is interesting to 
note, however, that none of these characteristic changes were 
found in the ovarian nerves examined from women who had not 
suffered from dysmenorrhoea, and for whom hysterectomy was 
performed for some uterine disease. The nerve lesions present 
in the dysmenorrhoea cases reviewed to date and those encoun- 
tered in the future will form a further communication. 

If we accept the neurogenic theory of sclerocystic ovarian 
degeneration with its coincident ovarian nerve lesions, we can 
readily understand that only certain ovaries will be painful, and 
why it is that pain is an unusual symptom in the many and 
various sized ovarian cysts encountered. In this way also it 
becomes apparent how Mittelschmerz and ovarian discomfort or 
pain may be totally absent in most women, but is often present 
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and excessive in the minority whose ovarian nerves are 
abnormal. The two determining factors productive of excessive 
ovarian pain would, therefore, appear to be an existing nerve 
degeneration, and pressure upon either the ovarian intrinsic 
nerves or some of their fibrils near the granulosa cell layer of a 
follicle. Such pressure could be constant from excessive fibrosis 
in the proximity of nerve endings, or periodic from the oedema 
which is present at the times of ovulation and the premenstrual 
phase. 

The question of pressure upon fibrous or inflammatory 
nodules which were described by Neuman and are now known to 
exist on the ovarian terminal nerve filaments in close relation to 
the ripening Graafian follicles is particularly interesting. They 
are most numerous in the prepuberal and postmenopausal ovary, 
being almost entirely absent around the follicles of the actively 
menstruating and multiparous woman. Their exact significance 
is not known, but their frequent presence in those patients who 
are most liable to suffer from severe dysmenorrhoea lends sup- 
port to the theory of the neurogenic aetiology of the complaint. 

The accepted ovarian lesions of secondary ovarian dysmenor- 
rhoea, e.g. a prolapsed and grossly cystic ovary, a small 
ovarian endometrioma or abscess, odphoritis, ovarian apoplexy, 
light pelvic adhesions, ovarian varicocele, parovarian tumours, 
are outside our present consideration. Celibacy, masturbation or 
too frequent coitus were believed by Ashton to cause ovarian 
congestion and resulting pain. They are admittedly possible 
factors in the production of dysmenorrhoea, especially when a 
nerve lesion is present, and are often noted in case-histories of 
patients suffering from dysmenorrhoea, but Ashton’s view has 
not received much support. 


Localizations and Character of Ovarian Pain. 


In view of the fact that some of the final branches of the 
ovarian nerves closely accompany the terminal distribution of 
the ovarian vessels, which eventually anastomose freely with the 
terminal branches of the inferior epigastric arteries and those in 
the round ligaments, it is not surprising that referred ovarian 
pain has many varieties and localizations. 

It is the rule that referred pain (the viscero-sensory reflex) 
from the stomach, large and small intestine is located in the 
midline. Pain from other hollow organs, e.g. the ureter, or bile 
ducts, is referred to the side of the lesion, but can also be 
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referred to the opposite side. The ovary, like the kidney and 
testis, is sensitive to increased pressure, whether applied exter- 
nally or produced from within, and, although ovarian pain is at 
first localized, it often becomes distributed to the superficial areas 
supplied by cutaneous nerves originating from the tenth thoracic 
segment and supplied by the genito-femoral nerve. 

Caretul study of the modern literature suggests that pain over 
the left iliac fossa is the most usual symptom of ovarian pain. 
Several other conditions admittedly may give rise to similar dis- 
comfort, but left-sided iliac fossa pain is accepted as suggestive 
of ovarian disease of that side. An increase in the severity of 
this left iliac fossa pain is said to occur at the menstrual time, but 
this has not been universally accepted. Again, ovarian pain is 
said to be chiefly premenstrual, of short duration and associated 
with scanty menses. Opinion generally is agreed upon the sub- 
umbilical localization of the pain. One textbook states it is 
referred to the skin of the left side of the abdomen midway 
between the anterior superior iliac spine of that side and the 
umbilicus; another that the pain is sub-umbilical only when 
there is no pelvic abnormality. Winter* described ovarian pain 
as typically ‘‘ radiating to the hips and thighs on pressure over 
the ovaries ’’ and was supported by other observers. McKenzie* 
accepted this view but added that coincident cutaneous hyperal- 
gesia was not uncommon over these areas, and was the first fully 
to appreciate the possible bilateral nature of the referred pain. 
In brief, ovarian pain may be unilateral, bilateral or referred to 
the side opposite to the lesion; menstrual, but chiefly premen- 
strual; always sub-umbilical, but chiefly left sided and radiating 
down the thighs. Although not included in the above list, nausea 
is regarded by some as a constant symptom, while dyspareunia, 
dyschezia and syncope are said frequently to be present. 

My own observations lead me to believe that true ovarian 
pain is usually referred with equal frequency to either side of the 
lower abdomen. Accurately defined midline lower abdominal 
pain must be regarded as uterine in origin and should not be 
confused with the ovarian type. Diffuse lower abdominal pain 
in all probability indicates dysmenorrhoea of coincident uterine 
and ovarian origin. Ovarian pain also appears typically in two 
or three premenstrual days, rarely persists after the onset of the 
flow, and often disappears some considerable time before the 
bleeding begins. It is occasionally nauseating in character, being 
of a continuous, dull, dragging type. It can be faithfully repro- 
duced by evoking the “‘ deep sensibility reflex ’’ of the ovary by 
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pressure upon one or both ovaries during bimanual examination. 
Radiation down the thighs (the viscero-sensory reflex) can be 
elicited sometimes in this way. Scanty menses have not been a 
characteristic in my patients suffering from ovarian dysmenor- 
rhoea. 

In contrast, although uterine pain is often premenstrual in 
onset, it may only begin with the flow, to cease after an hour or 
two or to persist until the bleeding has completely ended. It may 
be felt as a dull ache, but in dysmenorrhoea it varies typically 
in intensity, being subject to exacerbations. It is frequently 
sharp, stabbing, cramplike or colicky in character—the so-called 
‘““ spasmodic ’’ dysmenorrhoea—and can be reproduced by pass- 
ing a uterine sound. 


Examination Technique in the Present Series. 


Only severe cases of dysmenorrhoea are considered in this 
communication. By a severe case the author means a patient 
who suffers so much pain that her work or normal activity is 
interrupted every month, however much she tries to make the 
least of the pain. When the patient was a young girl whose 
history might be untrustworthy the mother has frequently been 
consulted to obtain a true idea of the severity of the condition. 
After a routine general examination to exclude extra-genital 
complaints which might upset the menstrual function a thorough 
bimanual examination has been carried out with, when possible, 
accurate ovarian palpation and the passing of a uterine sound. 
Recently the removal of a strip of endometrium by biopsy 
curette for microscopical examination has been part of the 
routine, but further studies of material obtained in this way are 
needed before definite conclusions as to hormonal or any other 
abnormality can be drawn from such examinations. 

Vaginal examination is often difficult because of a tight 
hymen, but if the examination is made gently and slowly it can 
usually be carried out without either rupturing the hymen or 
causing any undue pain. The sound can frequently be passed by 
touch (for testing purposes) when a tight hymen does not allow 
the use of a small Cusco speculum, and similarly the biopsy 
curette can be used effectively. In a few patients it has been 
impossible to do anything of this nature without a general anaes- 
thetic, but local anaesthesia of the hymen by a Io minute applica- 
tion of a pledget of wool soaked in cocaine solution, 2 per cent, 
has often been of help. Thus it can be seen that it has usually 
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been possible to make a thorough examination, to note the infor- 
mation thus gained in detail, and to form an opinion as to the 
likely origin of the pain. 

There is sometimes some difficulty in identifying the ovaries 
by palpation, but they are usually slightly enlarged and can be 
detected with comparative ease. If a reasonable degree of 
bimanual compression of the ovaries, or slight displacement of 
them within the pelvis, produces pain similar to that experienced 
at menstruation, an ovarian origin for the menstrual pain may 
reasonably be suspected. The exact character and localization of 
the pain produced by ovarian compression should be carefully 
noted and compared with that produced by passing the uterine 
sound. By comparing these two pains evoked by examination 
with the patient’s account of her menstrual pain, it is usually 
possible to decide whether the dysmenorrhoea is of uterine 
origin, ovarian origin, or partly due to ovarian and partly due to 
uterine stimulation. 

Very little discomfort attends passing the uterine sound. 
Cervical stenosis was only noted in I per cent of cases, and the 
cervix is readily exposed by a small Cusco speculum. The sound 
is carefully and gently introduced through the internal os and 
then its point moved upwards and downwards and from side to 
side within the uterine cavity, the patient’s description of the 
pain thus produced being carefully recorded. 

No opinion can be offered yet as to whether gentle intra- 
uterine (i.e. endometrial) stimulation alone, by means of gentle 
pressure from a blunt sound as distinct from uterine curettage 
or biopsy, can produce the referred pain, nor can an answer be 
given, as yet, to the question whether or not some stimulus to 
the internal os is either a separate or co-incident factor. 

It is important not to grasp the cervix with a bullet forceps 
or any instrument. The cervix is easily exposed by the speculum, 
and it is possible that stimulation of the cervix might give rise 
to a referred pain which would confuse the investigation. 
Although it has been asserted that stimulation of the external os 
always produces a referred pain similar to that produced by 
stimulation of the internal os, the author denies the accuracy of 
this observation, and in his series he has not observed any con- 
stant or marked hyperaesthesia of the cervix. 

When the history of the case and the severity and character 
of the symptoms indicate any denervation operation the patient 
is told of the discomfort and risk of the operation, the probable 
length of her stay in hospital, and the total length of convales- 
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cence necessary. These in themselves are powerful deterrents to 
any other than the genuine sufferers, and thus exclude the 
doubtful cases. When it has appeared desirable to limit the 
operation to a simple cervical dilatation, or to combine it with 
uterine curettage, great care has been taken to explain that the 
suggested treatment is a minor operation involving but little 
risk or discomfort, and worth trial. It is carefully explained, 
however, that if this minor operation is not a success, it will later 
be necessary to recommend the more extensive procedure. Medi- 
cinal treatment has now been abandoned when severe ovarian 
dysmenorrhoea is suspected as it has proved itself unsatisfactory 
in such cases. For the same reason hormonal therapy is in- 
applicable. 

To illustrate an unusually severe example of uterine dys- 
menorrhoea, I quote the following details: 


The patient, 26 years of age, highly intelligent, and occupied as a 
private secretary, had suffered from menstrual pain from the onset of 
menstruation at the age of 15 years. The pain had become much worse 


some hours in bed despite the usual aspirin and hot drinks. Her menses 
were regular every 28 days, average in amount, for 5 to 6 days, and 
accompanied occasionally by the passage of clots. Mittelschmerz occurred 
sometimes, but backache was never noted. 

The chief pain was generalized over the lower abdomen, never localized 
to the exact midline or lateral areas, always sub-umbilical and pre- 
menstrual in onset lasting for 2 to 5 hours, reaching its greatest intensity 
with the beginning of the flow, gradually to diminish thereafter and 
disappear by the end of the first menstrual day. It reappeared on some 
occasions on the last day of the flow, but was not so severe as before 
and was of short duration. 

Pelvic examination was possible only under general anaesthesia, so that 
the referred pain occasioned by passing a uterine sound could not be 
elicited. At the operation, symptomatic medical treatment having failed, 
there was no abnormality noted and there was no cervical stenosis. The 
uterine curettings were normal and a light 1-inch wide iodoform plug 
was introduced into the uterus following the curettage and dilatation to 
No. 12 Hegar. 

Five hours later the girl was suffering severe, spasmodic lower abdo- 
minal pain exactly similar to the menstrual discomfort, and this was 
but little relieved by a hypodermic dose of omnopon. Although the 
degree of pain was very severe indeed and accompanied by definite lower 
abdominal rigidity, she explained that it was no worse than she usually 
experienced each month. The pain was dramatically and completely 
relieved by withdrawal of the uterine plug. 


971 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


At first there was some slight improvement, but within six months, 
despite rest, tonics, antispasmodic drugs, and luteal-hormonal therapy, 
the complaint was as severe as before operation. One year aitcr the 
operation the girl reported that the pain had been getting progressively 
worse each month, always necessitated her being in bed for at least one 
day at these times, and was of exactly similar character to that from 
which she originally suffered. 


This case has been quoted at length as it is a typical, though 
unusually severe, example of uterine dysmenorrhoea with, in all 
probability, slight superadded dysmenorrhoea of ovarian origin. 


The Incidence of Cervical Stenosis in Severe Dysmenorrhoea. 

If we refer shortly to the very low incidence of cervical 
stenosis (I to 2 per cent) in the women considered, all of whom 
were nulliparous, it can only be concluded that there is either a 
marked divergence in the generally accepted opinion as to the 
meaning of cervical stenosis, or that the women concerned were 
very atypical. The fact that a No. 6 Hegar’s dilator was passed 
readily without any preliminary dilatation in the majority of 
cases should illustrate the futility of routine cervical dilatation or 
splitting operations in all cases of dysmenorrhoea which, if 
thoroughly investigated, often would be found to be of ovarian 
or other origin. It is far more likely that some degree of uterine 
hyperaesthesia, combined with menstrual debris within the 
uterus, produces the typical uterine pain associated with the 
shedding of the progravid endometrium than that the extrusion 
of such products through an unduly narrowed cervical canal 
should be the causal factor. Those who wholeheartedly support 
the obstruction theory advance the argument that the swollen 
premenstrual endometrium in the immediate vicinity of the 
internal os acts like a ball valve, thus preventing extrusion of 
menstrual debris. The argument is ingenious and was largely 
responsible for the hitherto only too frequent practice of follow- 
ing dilatation by curettage, a step which we now generally admit 
to be of little value. 


A Brief Review of the Treatments of Dysmenorrhoea. 


It is only necessary briefly to outline the many treatments 
which have been tried for the relief of dysmenorrhoea and which 
have proved unsatisfactory. Medicinal treatment with alcohol, 
morphine and other habit-forming drugs should be avoided, while 
the value of tonics, improved hygiene, exercises, heliotherapy 
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and pyschotherapy are sometimes helpful. Organotherapy is, 
so far as we are aware, only likely to be helpful in dysmenor- 
rhoea of uterine origin. In the same way, cervical dilatation 
with or without paracervical injections of alcohol for the relief 
of so-called ‘‘ broad ligament neuritis ’’; total or sub-total hyster- 
ectomy and the more recent presacral sympathectomy are all 
directed towards the relief of uterine pain. 

Cotte*® introduced presacral sympathectomy with the specific 
idea of isolating the uterus and thus relieving pain from that 
source. When thoroughly performed, and the operation is by 
no means as simple as it sounds, it has yielded excellent results. 
I believe that it is often successful in cases of uterine dysmen- 
orrhoea, and that when it fails the reason is that the source of 
the pain is not the uterus but the ovary. It must be realized 
that presacral sympathectomy cannot possibly relieve pain of 
Ovarian origin. 

The painful ovary has been treated by removal, decortication 
and irradiation, while puncture of cysts within its substance and 
resection of such cystic areas have had extensive trial. Odphorec- 
tomy and irradiation are no longer used, as the vital importance 
of the ovarian internal secretions is now fully appreciated. 

In 1927 L’Hermitte and Dupont suggested that the painful 
ovary could be rendered insensitive by denervation. They 
realized that Cotte’s operation was proving successful in the 
majority of his carefully selected cases (60 per cent), and it was 
thought that a similar denervation of the ovary should give 
satisfactory results in cases of ovarian dysmenorrhoea. The 
reports of their early work are interesting, although a method 
was not described whereby the case of ovarian dysmenorrhoea 
could be recognized. These observers soon realized that a 
therapeutically successful denervation was necessarily bilateral, 
and that a uterine suspension operation improved the results 
when a retroversion was present. In the same way, experience 
taught them that an appendicectomy should be performed when- 
ever there was any evidence of appendicitis. Their most recent 
technique, in brief, is the division of the two or three main ovarian 
nerve bundles in the mesovarium without interference with the 
ovarian blood vessels. 

Before I had any knowledge of their work, I carried out the 
same idea on several of my own patients. My results were en- 
couraging, and I believe that my early failures were due to the 
fact that I had not, at the time, a sufficiently clear perception 
of the difference between ovarian and uterine dysmenorrhoea. 
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Present Bilateral Denervation Technique. 


My present technique for bilateral ovarian denervation con- 
sists of bilateral division of the infundibulo-pelvic ligaments, 
their nerves and blood vessels, at the brim of the pelvis through 
a midline lower abdominal incision. Under general anaesthesia, 
the divided ends of each ligament are securely ligated with fine 
silk ligatures, and the cut ends of each ligament are sutured to- 
gether on each side with two fine catgut stitches to prevent sub- 
sequent elongation of the ligament and ovarian prolapse. It is 
most important that the catgut stitches which bring the stumps 
of the divided ligament together should transfix each stump 
distal to the silk ligature, as otherwise there would be a tendency 
for the catgut stitches to pull the silk ligatures off their pedicles. 
It is also most important to divide each infundibulo-pelvic liga- 
ment close to its ovarian attachment, as in this way no nerve 
fibres will escape. Although at first I was very anxious as to 
the continuation of an adequate blood supply to the ovary, I 
soon found that interruption of the blood supply of the ovary 
need not be feared, for free arterial bleeding could always be 
demonstrated from the distal divided end of the infundibulo- 
pelvic ligament. 

When necessary to correct a uterine misplacement a Gilliam 
suspension is performed, and the appendix is removed only 
when it is inflamed or adherent. The uterine suspension is done 
with the deliberate intention of correcting a misplacement which 
would later probably cause symptoms and need either pessary 
treatment or a further operation, rather than as a means of re- 
lieving the dysmenorrhoea. It is admitted, however, that the 
correction of backward misplacement may help to relieve some 
slight degree of uterine dysmenorrhoea in a patient who is, in 
fact, being operated upon primarily to relieve the main symp- 
tom—ovarian dysmenorrhoea. If a Gilliam suspension is indi- 
cated, it is best done after the bilateral denervation; if the pre- 
sacral nerves are to be divided in the same case this may be 
done, with equal facility, at any stage of the operation. 

Special post-operative care is not necessary, but every woman 
is advised to report for examination and follow-up purposes 
after each menstruation for the first 6 months so that details of 
future progress may be obtained. No post-operative bleedings, 
bladder disturbances, or irregularities of menstruation have 
occurred following bilateral ovarian denervation. 
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Summary of Treatments for Severe Dysmenorrhoea. 


Since accurate records have been noted of severe dysmenor- 
rhoea, 84 such cases have been examined and treated. The treat- 
ments are summarized as follows : — 


Medical and hormonal treatment alone (i.e. non- 
operative) 

Appendicectomy and puncture ot « ovarian m cysts 

Curetting with Gilliam and resection of ovarian cysts 

Division of light pelvic adhesions and Gilliam isa 

Ovariotomy—a malignant cyst and not a_ true 
dysmenorrhoea ee 

Gilliam and appendicectomy 

Presacral sympathectomy alone 

Bilateral ovarian denervation alone 

Combined presacral sympathectomy and biteheeah ovarian 
denervation... ? ye - ae aes 7 

Cervical dilatation, with or ent conattnns ee oe 


TOE «.. «« & 


The results obtained by the various treatments show cure, 
improvement and failure rates which compare favourably with 


those universally experienced in the treatment of dysmenorrhoea 
in general. Most of the patients treated by any form of denerva- 
tion had not previously obtained any relief from medical treat- 
ment, while some of those for whom cervical dilatation, ovarian 
cyst resection, and other operations had been unsuccessfully 
performed were subsequently cured by infundibulo-pelvic divi- 
sion alone, and are referred to in Table I. The results of treat- 
ments other than ovarian denervation are already well known, 
and since they are inapplicable to ovarian dysmenorrhoea, there 
is no need to comment further upon them. 


Discussion of Results following Bilateral Ovarian Denervation. 


By following the suggested routine examination, 18 patients 
were selected as suitable for bilateral ovarian denervation. One 
of these was not an example of true ovarian dysmenorrhoea but 
of chronic ovarian pain, and the history is later given in detail, as 
this case is not included in the tables or statistics. Another 
woman who was treated by bilateral ovarian denervation for 
what was considered to be ovarian dysmenorrhoea could not be 
traced in the follow-up, and is omitted from this discussion. 
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Sixteen women considered as suitable subjects for bilateral 
ovarian denervation (with in some cases an uterine suspension) 
have been followed up satisfactorily. (See Tables I and II.) 
Ten of these regard themselves as completely cured, and are 
now able to continue their various occupations or work each 
month with but very slight discomfort. In several instances men- 
struation has become completely painless. It is most important 
to record that of these women the only two who have married 
since their operation both have now normal healthy infants. 
Labour in each case was normal and ended spontaneously. 

We may regard the 10 patients who were completely cured 
by bilateral ovarian denervation as examples of true ovarian 
dysmenorrhoea, and consequently assess its incidence as II.9 
per cent of all severe dysmenorrhoeas. These cases could neither 
have been successfully diagnosed nor treated at present by other 
means, and the success of the treatment appears to confirm the 
efficacy of the diagnostic technique. With larger numbers this 
suggested incidence of true ovarian dysmenorrhoea may be 
proved inaccurate. 

Ovarian dysmenorrhoea often occurs in association with 
uterine dysmenorrhoea constituting the cases the author terms 
““mixed’’ dysmenorrhoea. If this view is accepted, then the 
partial and complete failures (35 to 40 per cent) Cotte and others 
have experienced following presacral sympathectomy are readily 
understood, as is the persistence of dysmenorrhoea following 
total hysterectomy. At the same time, acceptance of such a view 
would suggest that the ovarian influence in dysmenorrhoea in 
general is far greater than suspected at present. 

Very dramatic and complete relief followed ovarian denerva- 
tion for severe ovarian dysmenorrhoea in the woman aged 33 in 
the table of successful cases. Previous cervical dilatation with 
uterine curettages on two separate occasions and resection of 
cysts from an ovary with an ovarian and uterine suspension 
operation on another occasion, had been complete failures. 

It will be noted from the tables concerning ovarian denerva- 
tion that severe generalized, premenstrual lower abdominal pain 
was a constant feature in all the successfully treated cases, while 
menstrual discomfort was twice completely absent and only 
present for a short while in the remainder. Polycystic ovarian 
changes with sclerosis were a constant finding in all the patients 
successfully treated, but unfortunately the microscopical reports 
on the state of the divided ovarian nerves from these cases are 
incomplete. It is interesting to note that there was no scantiness 
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OVARIAN DYSMENORRHOEA 


of menstrual flow and that menstrual rhythm was usually normal 
despite the pre-existing ovarian abnormality. Backache does not 
appear to be directly related to uterine retroversion in these 
cases, but the lateral or bilateral lower abdominal localization of 
the pain is a characteristic symptom of the ovarian origin of the 
complaint. The following details, already referred to, are of 
interest, although the case is of chronic ovarian pain in contra- 
distinction to dysmenorrhoea of ovarian origin :— 


The patient, unmarried and 46 years of age, had suffered from 
chronic left-sided lower abdominal pain for some years and had been 
treated unsuccessfully by many approved medical methods. She was 
carefully examined on several occasions, but no uterine misplacement 
or pelvic abnormality other than a slightly enlarged and tender left 
ovary was ever discovered. Her menstrual history was normal, and she 
of her own accord offered the information that her left-sided pain 
appeared at its worst in the immediate premenstrual days. Unfortun- 
ately, the sound test could not be applied in this case, so that no 
information can be given as to the uterine pain in this particular instance. 

After much deliberation it was finally decided to perform an explora- 
tory laparotomy. Under general anaesthesia an adherent appendix was 
found and removed and a bilateral ovarian denervation was carried out 
by the technique already described, both ovaries being polycystic. No 
other operative interference was necessary, and during the 18 months 
since operation there has been no pain. Histological information is not 
available in this particular case. 

The considerable advantages associated with conservation of the 
ovaries are well-known and this type of case, although by no means of 
everyday occurrence, would appear to be suitable for ovarian denervation. 


Six cases are classified in Table II as failures. Four of these 
have had considerably less pain than before their operation, but 
showed gross pelvic lesions which were not diagnosed before 
operation. They are the types of case in which Moir’ has found 
that there is an increased uterine activity, and the symptoms 
which persist in these cases confirm his views. It is quite prob- 
able that in such cases there is also a lessened threshold for pain 
stimuli and that hyperalgesia of all the pelvic structures is usual. 
Incorrect diagnosis and treatment may be regarded as the ex- 
planation of these four failures, while an excuse may be included 
by way of a statement concerning the great difficulty which exists 
in making an accurate bimanual diagnosis in such cases in the 
absence of some marked pelvic abnormality. 

The two remaining failures in which a gross pelvic lesion 
was not present appear to have been wrongly chosen for ovarian 
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denervation alone and the degree of uterine pain under-estimated. 
It will be noted that the premenstrual pain in these patients was 
not as well marked as in those successfully treated, nor was it 
actually the chief pain. 


Notes of Results following Cervical Dilatation. 

Although it is not concerned with the treatment of ovarian 
dysmenorrhoea, the analysis of the treatments of dysmenorrhoea 
in general by cervical dilatation, with or without uterine curet- 
tage, is included for comment and possible future guidance. The 
operation was performed on 22 occasions; of these, I myself was 
directly responsible for 17, while the remaining 5 had been per- 
formed by other gynaecologists. The result was an absolute 
cure rate of 27.2 per cent, which is less than that usually quoted 
(35 per cent). It was subsequently discovered that 3 of these 
girls had a sufficient degree of gross pelvic disease to make cure 
by dilatation an impossibility and, in view of this, the corrected 
cure rate becomes 31.5 per cent. A serious effort is being made 
to follow up the failures for further investigation and, whenever 
possible and necessary, to relieve their complaint satisfactorily 
by an appropriate denervation. 

It is noteworthy that serious premenstrual lower abdominal 
discomfort was not present in any of the patients successfully 
treated by cervical dilatation, nor was backward uterine mis- 
placement necessarily associated with backache. This would 
appear to show that the presence in such cases of either lower 
abdominal pain or backache as a premenstrual symptom would 
contra-indicate the operation of cervical dilatation, even if com- 
bined with uterine curettage. 


CONCLUSIONS. 


I. Ovarian dysmenorrhoea is a definite clinical entity with 
characteristic symptoms and signs which allow its accurate 
diagnosis. 

2. Ovarian dysmenorrhoea exists by itself in about I1.9 per 
cent of all dysmenorrhoea cases, but can be present in associa- 
tion with dysmenorrhoea of uterine origin and thus constitute 
‘“‘mixed ’’ dysmenorrhoea. 

3. True ovarian dysmenorrhoea can be completely cured by 
bilateral ovarian denervation, the technique of which is de- 
scribed, and no evidence exists as to any ill effects following this 
operation. In the severe and intractable dysmenorrhoea of mixed 
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uterine and ovarian origin both bilateral ovarian denervation 
and presacral sympathectomy are probably indicated. 


4. The suggested sound test and other examination tech- 
nique constitute the first reasonable effort described to separate 
uterine and ovarian dysmenorrhoea from one another clinically. 


5. The neurogenic aetiological theory of ovarian dysmenor- 
rhoea is accepted as the most likely and the author’s limited 
microscopical material confirms the findings already published 
on this matter. 


6. Sclerocystic ovarian changes are constant in severe 
ovarian dysmenorrhoea and probably secondary to pre-existing 
ovarian nerve lesions. 


7. Cervical dilatation, with or without uterine curettage, re- 
lieves only those cases of uterine dysmenorrhoea in which there 
is no serious premenstrual discomfort or pain. 


8. Cotte’s 60 per cent cure rate of uterine dysmenorrhoea 
by presacral sympathectomy, when considered in conjunction 
with the author’s 11 per cent cure rate in cases of isolated ovar- 
ian dysmenorrhoea following bilateral ovarian denervation, sug- 
gest that the remaining 25 to 30 per cent of severe dysmenor- 
rhoea are of ‘‘ mixed ’”’ or, possibly, hormonal origin. 


I now gratefully acknowledge the advice, criticism and en- 
couragement which Professor R. H. Micks has willingly offered 
during the preparation of this communication. 


REFERENCES. 

1. Learmonth, J. R., and W. F. Braasch. ‘‘Resection of the presacral] 
nerve in the treatment of cord bladder.’’ Surg. Gynecol. and Obstet., 
1930, i, 493-499. 

2. Mitchell, G. A. G. ‘‘The innervation of the ovary, uterine tube, testis, 
and epididymis” (Part IV). Journ of Anat., 1938, Ixii, 508. 

3. L’Hermitte et Dupont. Gynécol. et Obstét., 1927, xv, 161. 

4. Winter. ‘‘Gynaecological Diagnosis’ (third English edition), 623. 

5. McKenzie. ‘‘Symptoms and their Interpretation’’ (fourth edition), 
198, 199, 205. 

6. Cotte, G. ‘‘Sur le traitement des dysmenorrhoes rebelles par la sympa- 
thectomie hypogastrique ou le section des nerfs presacre.’’. Lyon Med., 
1925, lvi, 153. 

7. Moir, C. ‘‘Recording contractions of the human uterus.’”’ Tyvans. Edin. 
Obstet. Soc., 1934, liv, 93. : 


981 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


OTHER WorKS REFERRED TO. 

Abel and McIlroy. Proc. Roy. Soc. Med., 1913, vi, 240-247. 

Ashton. ‘‘Textbook of the Practice of Gynaecology’”’ (fifth edition), 1912 
733» 743- 

Berger, T. Arch f. Gyniikol., 1933, xliii, 565. 

Blair-Bell, W. ‘‘The Principles of Gynaecology’’ (fourth edition), 304. 

Bland Sutton. ‘‘Diseases of Women’’ (seventh edition), 375. 

Bland Sutton. ‘Diseases of Women’’ (seventh edition), 398, 399. 

Chianello, J. ‘‘Contributo alla resezione del nervo-presacrale.’’ Arch. 
ital. di. Chir., 1930, 25-566. 

Cotte, G. ‘‘Resection of the presacral nerve in obstinate dysmenor- 
trhoea.’’ Amer. Journ. of Obstet. and Gynecol., xxxiii, 1034. 
Davis, A. A. ‘‘The innervation of the uterus.’’ Journ. Obstet. and 

Gynaecol. Brit. Emp., 1933, xl, 480-498. 

Dudley. ‘‘Principles and Practice of Gynaecology’’ (fourth edition), 
1905, 732. 

Eden and Lockyer (B. Whitehouse). ‘‘Gynaecology’’ (fourth edition), 

179. 

Ehrenfest, H. ‘‘Menstruation and its Disorders.’’ Ibid, iv, 727. 

Fontaine, R., and L. G. Herman. Surg. Gynecol. and Obstet., 1932, 
liv, 133-164. 

Hovelacque, A. Gaston Doin et Cie., Paris. 1927, 873. 

Kelly and Noble. “Practical Gynaecology,’’ 1906, i, 238. 

Kraul, L. Arch. f. Gyniik., 1928, ccci, 600-650. 

Kraul, L. Zentralb. Gynak., 1937, 2218. 

Kotz and Parker. ‘‘Primary dysmenorrhoea,”’ etc., Zentralb. Gyndk., 
1937, 38. 

Labate and Reynolds. ‘‘Sensory pathways of the ovarian plexus.”’ 
Amer. Journ. Obstet. and Gynecol., 1937, xxxiv, I. 

Learmonth, J. R. ‘‘The surgery of the sympathetic nervous system.”’ 
Brit. Journ. Surg., 1937, xxv, 426-446. 

Leriche and Fontaine. ‘‘Sur le réle des nervomes de cicatrisation du 
sympathique dans les suites post operatoires éloignees des sympa- 
thectomies.’’ Journ. de Chir., 1939, xxxiv, 282. 

Leriches, R. ‘‘Résultats de la sympathectomie faite sur les arteries 
hypogastriques et ovariennes en gynecologie.’’ La Presse Med., 
1925, Xxxiii, 465. 

Letarjet et Rochet. ‘‘Etude sur les voies d’abord chirurgical du plexus 
hypogastrique et de son ganglion.’’ Lyon Chir., 1913, x, 425. 
Letarjet et Rochet. ‘‘De l’interet chirurgical du ganglion hypogastrique 

et des nerfs de l’uterus.’’ Lyon Chir., 1922, xix, 564. 

Lewis, Sir T. ‘‘Suggestions relating to the study of somatic pain.”’ 
Brit. Med. Journ., February 1938, 322. 

McIlroy. Proc. Roy. Soc. Med. Edin., 1910, xxxi, 151-178. 

Minamikawa, K. Jap. Journ. Obstet. and Gynaecol., 1930, xiii, 2, 710. 

Morley, J. Brit. Med. Journ., Dec. 1937, 1271. 


982 














OVARIAN DYSMENORRHOEA 


Neuman. ‘‘Histology of the sympathicotrophic cells of the hilus.’’ 
Arch. f. Gynak., 1929, Cxxxvi, 550. 

Pozzi. ‘Medical and Surgical Gynaecology,’’ 1892, i, 556 and 559. 

Shaw, W. ‘‘The treatment of spasmodic dysmenorrhoea.’’ Lancet, 
1933, il, 143. 

Ten Teachers. ‘‘Diseases of Women’’ (first edition), 1919, 90, 91. 

Wallart. Zentralb. f. Geburtsch. Gynik., 1915, 1xxvi, 368. 

Winckel. ‘‘Handbook of the Diseases of Women’’ (second edition), 
1890, 623. 

Wright, S. ‘‘Applied Physiology’’ (fourth edition), 141, 143. 

Young, J. Brit. Med. Journ., January 1938. 


DISCUSSION ON PROFESSOR O’DONEL BROWNE’S PAPER. 


(CONGRESS OF OBSTETRICS AND GYNAECOLOGY, Edinburgh 1939.) 


Mr. ErRIc Stacey (Sheffield), in discussing uterine muscular activity and 
its association with dysmenorrhoea, said that he had certain observations to 
make which had arisen out of the discussion on the influence which psycho- 
logical conditions had on it, as well as the experiments displaying this 
influence. 

He said that the introduction of a hydrostatic bag into the uterus, how- 
ever small, created an artificial state which did not normally operate. The 
pain associated with the contractions of the uterus pressing on blood clot or 
polypi and trying to extrude them through the internal os might possibly be 
looked on as bearing some relation to the state of affairs when the hydrostatic 
bag was introduced. The factor of uterine polarity had to be considered as 
the introduction of the bag through the internal os would, because of that 
function, cause the uterus to contract and it well may be without the true 
physiological rhythm of contraction being preceded by a wave of relaxation. 

It is not entirely accurate to say that in cases of metropathia hemorrhagica 
occurring in young people, there was never primary dysmenorrhoea. The 
bleeding associated with metropathia hemorrhagica in which the corpus 
luteum activity was almost absent was not menstruation in its true sense, 
but non-ovular bleeding, and this is undoubtedly at times accompanied by 
pain. 

Emotional influences disturb normal menstruation, ovulation and lutein 
activity. This is well recognized by the disturbances in menstrual rhythm 
which so often occur with phases of sexual emotion—irregularities of puberty; 
the menorrhagia and epimenorrhoea so often noted in courtship and early 
marriage; and the derangements associated with the menopause. He gave it 
as his opinion that the greater prevalence now than formerly of cases of tar 
cyst formation which were met with, might possibly be ascribed to the more 
prevalent use of contraception. This created a psychological disturbance as, 
for example, by the fear that the contraceptive would not operate to the 
individual’s satisfaction, and led to disturbed harmonic rhythm in the ovary 
with deficient or too early ovulation of an immature ovum and the production 
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of a partially active corpus luteum. In fact, he went so far as to suggest 
that the dysmenorrhoea of so-called endometrioma formation in the ovary, 
but what was really usually tar cyst formation of theca lutein origin, might 
possibly have some origin in this source. 

In reply Professor O’DONEL BRowneE thanked the Congress Members for 
having listened so patiently to his paper. 

He expressed great regret that no suggestions had been made and thanked 
Professor Lowry for his remarks. 
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SINCE the discovery of the various oestrogenic substances and a 
realization of their powerful growth-promoting action on the 
tissues of the secondary sex organs, fears have been expressed 
from time to time that their administration might lead to neo- 
plastic development in the breast, uterus, or vagina. Indeed, 
innocent generalized hyperplasia of the endometrium and myo- 
metrium is now regarded as being brought about by an unduly 
prolonged, excessive, or unopposed oestrogenic hormonic in- 
fluence. Moreover, as has been pointed out elsewhere,’ there is 
good reason to believe that the production of oestrogens by the 
ovary plays an important rdle in the development of endometri- 
osis in the female pelvic organs. The same hormone may be 
concerned in the growth of uterine fibromyomata. This possibility 
has frequently been mentioned in the literature, but so far remains 
without proof. 

There is also evidence that the ovarian, and possibly the pituit- 
ary hormones, are concerned in the aetiology and development 
of malignant tumours in the breast and the uterus. The literature 
on this subject has been recently reviewed in detail by Loeb,’ 
Emge and Murphy,* and Hofbauer,* and may be summarized as 
follows : 

1. The essential physiological action of oestrogenic substances 
is to stimulate growth of the tissues of the breast, Fallopian tubes, 
uterus, vagina, and vulva. 

2. The naturally occurring oestrogens (oestradiol, oestrone, 
oestriol) belong to the group of hydrocarbons of which the carci- 
nogenetic agents in tars are also members. They are chemically 
related to the sterols, and the latter may be changed, by degrada- 
tion processes, into carcinogenetic substances. Nevertheless, 
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mere chemical similarity is evidence of doubtful value since male 
sex hormones, progesterone, cholesterol, vitamin D, morphine, 
and other substances, none of which are suspected as possessing 
carcinogenetic properties, belong to the same chemical group. 

3. Some, but not all, of the carcinogenetic substances in tars 
possess oestrogenic properties, but the strengths of their respective 
actions bear no sort of relation to each other. 

4. Removal of the ovaries from immature mice of strains sus- 
ceptible to mammary carcinoma reduces the likelihood of their 
developing tumours in adult life. 

5. Insome strains of mice only the females develop mammary 
carcinoma. If, however, the males are injected with oestrogens 
they, too, sometimes succumb to the disease. 

6. Mice and rats belonging to strains ordinarily immune to 
mammary carcinoma have been recorded as developing tumours 
after being treated with oestrogenic substances. 

7. Oestrogens in combination with gonadotropic factors of 
the anterior pituitary gland, or placenta, also favour the develop- 
ment of breast carcinoma in mice and rats. 

8. The results of some animal experiments suggest that local 
trauma prior to, or coincident with, the administration of oestro- 
genic hormones favour the development of carcinoma at the site 
of the trauma. 

g. Oestrogenic and, or, gonadotropic factors produce epithelial 
hyperplasia and metaplasia in the cervix uteri of monkeys and 
rodents. The changes produced resemble carcinoma in their 
microscopic appearance but metastases have not been reported 
as developing in the treated animals. 

10. Metaplasia of the epithelium of the body of the uterus is 
also said to follow prolonged administration of oestrogenic 
hormone. 

From this summary it will be seen that there is evidence to 
suggest that oestrogenic substances may be concerned in the 
development of carcinoma in the breast and in the uterus of some 
animals, especially when there is an hereditary disposition to the 
disease and in the presence of local trauma. This evidence, how- 
ever, is as yet inconclusive, but the following extracts from those 
who have made a study of the question seem worthy of quotation. 
Hofbauer* writes : 


Looking at the subject from a broad and unprejudiced point of view, 
the tenet is now prevalent that in the monkey, the guinea-pig, the rabbit, 
and the rat, concrete evidence has been obtained showing that ovarian 
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or anterior pituitary hormones may represent an initiating factor in the 
production of metaplastic and hyperplastic lesions of the cervical 
epithelium. 


Emge and Murphy’ are less dogmatic in their conclusions 
and state that: 


The carcinogenetic potentialities of oestrogens are limited by 
species differentials and probably by organ differentials. It seems likely 
that only tissues hereditarily prepared for unlimited hyperplasia can 
respond to the oestrogenic impulse, and then, only under certain con- 
ditions. 


Nevertheless, the same authors add: 


Although we believe that the carcinogenic importance of oestrogens 
is strictly limited by biologic conditions to certain tissues in certain species 
of mammalia, we feel that this evidence is still not sufficient to warrant 
the abandonment of caution in the use of large doses of this hormone in 
clinical practice. 


So far as the human being is concerned, there is also some 
evidence to indicate a possible connexion between tumour 
formation and the activity of the oestrogenic hormone. 

1. Hyperplasia of the endometrium is acknowledged as 
evidence of over-activity of oestrogenic hormone. Nevertheless, 
such hyperplasia is merely an exaggerated and persistent pro- 
liferative phase of the endometrium, and it disappears when 
the effect of oestrogens is withdrawn. It is, therefore, not a 
true neoplasm. The term hyperplasia of the endometrium is 
used in this sense throughout this paper. 

2. Carcinoma not infrequently develops in an endometrium 
previously in a state of innocent hyperplasia. All grades of 
epithelial activity from innocent hyperplasia to virulent car- 
cinoma can be demonstrated in the same uterus. 

3. Proliferation and down growths of cervical epithelium 
during pregnancy are believed to be the result of the large 
amounts of oestrogenic or gonadotropic hormones in circulation 
at that time (Hofbauer‘) . 

4. The rapid growth of fibrodenomata of the breast, which 
takes places during pregnancy, may also be the result of oestro- 
genic hormone activity (Geschickter and Lewis’). 

5. The possible connexion between fibromyomatous and 
endometriomatous growths, and ovarian over-activity has already 
been mentioned 
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In relation to paragraph 2 above, the following paragraph 
from a recent paper by Herrell® is of interest: 


It seems reasonable to conclude that the unopposed action of oestrin, 
with its resulting effect on the endometrium, which is a persistent proli- 
ferative type of endometrium with cystic change, is the basic principle at 
work in the development of malignancy of the endometrium of those in- 
dividuals who possess the genetic factor necessary for the development 
of cancer. These findings, based on ample histologic studies, seem most 
significant in view of the growing evidence of the carcinogenetic possibili- 
ties of oestrin-like and oestrogenic substances. 


As a result of this suggestive but far from conclusive evidence, 
repeated warnings have been issued to those clinicians who make 
therapeutic use of oestrogenic hormones. So far as we know, 
however, a case has not been recorded to substantiate these warn- 
ings. We feel, therefore, that 3 cases of carcinoma cervicis 
occurring in patients previously treated with oestrogens are 
worthy of record. 

During the 3 years ending December 31st, 1938, the authors 
treated 43 cases of senile vaginitis and kraurosis vulvae by means 
of oestrogenic hormone and local applications of 3 per cent 
mercurochrome. All were in hospital practice and the results are 
recorded elsewhere.’ Of these 43 patients, 3 have developed 
carcinoma cervicis. The details are as follows: 


CasE I 

E.W., aged 45. One child, normal delivery. 

1934. Subtotal hysterectomy with removal of both appendages for 
uterine fibromyomata and right tubo-ovarian cyst. 

April 15th, 1937. 

Reported at the out-patient department, complaining of yellow vaginal 
discharge which had been present for three weeks. There had been one 
slight haemmorrhage one week before her attendance. 

Examination. Small abscess in left labium majus, which had burst 
and was discharging. Senile vaginitis—vaginal walls bled on examina- 
tion. Cervix slightly lacerated but quite mobile and appeared healthy. 

Treatment. Daily paintings of vagina with 3 per cent mercurochrome. 
Oestradiol benzoate 1.0 mgm. intramuscularly every day and oestrone 
0.1 mgm. three times daily by mouth. 

All symptoms were cured in 14 days and on May 6th, 1937, the dose of 
hormone was reduced to half the original. 

May 27th, 1937. 

All treatment stopped. Vagina and vulva were healthy in appearance 
and all discharge was cured, 

Total amount of hormone administered: oestradiol benzoate intra- 
muscularly, 30.0 mgm, Oestrone by mouth, 8.1 mgm. 
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September 2nd, 1937. 

Patient reported at the out-patient department, having had a recur- 
rence of discharge for 2 weeks. This, however, had been very slight, with 
one small haemorrhage. 

Examination. Some recurrence of vaginitis. Cervix appeared healthy. 

Treatment. As before and continued until September 29th, 1937. 

Total amount of hormone administered : Oestradiol benzoate intra- 
muscularly, 12.0 mgm. Oestrone by mouth, 5.2 mgm. 

On this occasion the discharge persisted in spite of treatment, and it 
was thought advisable to more carefully investigate the state of the cervix. 
October 5th, 1937. 

Admitted to hospital. Schiller-Gram test. Vagina stained well, cervix 
did not stain with iodine. Examination under anaesthesia revealed that 
the cervix was friable to a probe but was quite mobile, It was excised and 
sectioned. 

Report. Squamous-cell carcinoma. 

Three applications of radium, followed by deep X-ray therapy, were 
given. 

After-history. 

December, 1938. Patient free from symptoms. No evidence of recur- 

rence of growth on examination. 


CasE II 
M.E., aged 53. Menopause at 4614 years. Two children, both normal 
deliveries. 
August 24th, 1938. 

Attended the out-patient department, complaining of yellowish dis- 
charge which had been present for a few months. The discharge was 
occasionally streaked with blood and caused. pruritus. 

Examination. Very severe senile vaginitis. Vaginal smear showed 
characteristics of oestrogen lack. Cervix lacerated but healthy. No 
abnormality detected in uterus or appendages. 

Treatment was not commenced until September 17th, 1938. Vaginal 
painting with 3 per cent mercurochrome three timeg weekly. Oestradiol 
benzoate 1.0 mgm, intramuscularly three times weekly. 

Total dose: 11.0 mgm. of oestradiol benzoate. 

Two weeks after beginning treatment patient had some uterine 
haemorrhage, which was regarded as being due to the oestrogen treatment, 
October 12th, 1938. 

Treatment stopped. Patient free from all discharge. Vaginitis healed. 
Instructed to report if any recurrence of symptoms. 

January 1oth, 1939. 

Reported at the out-patient department, having had slight haemor- 
rhage. There was no vaginitis and admission to hospital for diagnostic 
curettage was advised. This was delayed until 
March 11th, 1939.’ 

On admission patient stated that she had been bleeding on and off for 
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2 months, but no discharge as before. She had also had lower abdominal 
cramps, which were relieved when haemorrhage occurred. 

Examination under anaesthesia. Cervix lacerated but mobile. 
Suspicious friable area on posterior lip. Cavity of uterus 2% inches. 
Diagnostic curettage and biopsy of cervix. 

Report. Squamous-cell carcinoma. Growth also found in curettings 
removed from lower half of uterine cavity. 

Treatment. Three applications of radium by Heymann’s technique, 
followed by deep X-ray therapy. 


Case III 

M.H., aged 45. Three children, normal deliveries ; one abortion. 

Menstruation. Previously regular 6 to 7 days every 28 days. 
September 4th, 1937. 

Admitted to hospital complaining of smarting and irritation of vulva 
for 2 years. Bearing-down sensation for 8 weeks. Yellowish blood-stained 
discharge for 5 weeks. Irregular menstruation 2 to 7 days every 14 days 
for two years. Increase in weight for one year. 

Examination. Senile vaginitis. Slight vaginal prolapse. Uterus 
bulky. Cervix healthy, Appendages not felt. 

Treatment. Examination under anaesthesia. Diagnostic curettage. 
No evidence of malignant disease was found. This was followed by daily 
painting of the vagina with 3 per cent mercurochrome. Oe6estradiol 
benzoate intramuscularly, 0.5 mgm. daily for 11 days. Subsequently she 
received oestrone 0.1 mgm. twice daily for 7 days. 

Total dose of oestrogens: oestradiol benzoate, 5.5 mgm.; oestrone, 
4.4 mgm. 

October gth, 1937. 

Pruritis and discharge cured. Vaginitis healed. Had had one heavy 
menstrual period since operation. The patient ceased attending until 
November 2nd, 1938, when she reported that she had had continuous 
bleeding for 13 weeks. The vulval irritation had returned and she had also 
had intermittent pain in the right iliac fossa. 

Examination. Carcinoma of cervix, Stage II., vagina and para- 
metrium, League of Nations Classification, 1938. 

Report of section. Squamous carcinoma, 

Treatment. Three applications of radium by Heymann’s technique, 
followed by deep X-ray therapy. 

March 13th, 1939. 
Patient free from symptoms and no evidence of growth on examination. 


COMMENTS. 


Each of the cases individually does not provide any definite 
evidence that the onset of carcinoma was related to the oestrogenic 
hormonic therapy. But the occurrence of three such cases in a 
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comparatively small series is sufficiently striking to warrant very 
close investigation. 


CasE I. It may be argued in this case that the disease of the cervix 
was present when the patient was first seen, but that it passed unrecog- 
nized. This can hardly be true, since even when six months had elapsed 
the carcinoma could be diagnosed only by careful investigation under 
anaesthesia and histological examination. If it had been present during 
the whole of that time, the growth would have been more extensive. 


CasE II. In this case, 714 months elapsed between the commencement 
of oestrogenic hormone therapy and the diagnosis of carcinoma of the 
cervix being made, However, in this patient it is just possible that the 
disease had been present during the whole time, because subsequent 
operative findings showed that it extended for the most part within the 
cervical canal and body of the uterus. It may have been present in this 
situation for some time prior to the diagnosis being made. Growths in 
this situation are well recognized as progressing more slowly than those 
on the vaginal surface of the cervix. Nevertheless, it should be empha- 
sized that at the second attendance the patient reported not a recurrence 
of symptoms, but entirely new ones. The original discharge had not re- 
turned, but she complained only of haemorrhage. 


Case III. In this case we have definite evidence that the carcinoma was 
not present at the time oestrogenic hormone was given. The patient was 
subjected to diagnostic curettage and histological examination of the 
material proved its innocence. Moreover, an interval of 101% months 
elapsed between the cessation of oestrogenic hormonic therapy and the 
commencement of the bleeding which led to the diagnosis of carcinoma. 
Nevertheless, this patient received less than 10.0 mgm. of oestrogenic 
hormone in all, and it does not appear very likely that such a small 
amount given for a short time could have determined carcinomatous 
development. 


The arguments against the oestrogens being the cause of 
carcinoma in these cases have been stated, but the possibility 
cannot be excluded. Moreover, the development of carcinoma 
cannot be lightly dismissed as coincidental when 3 cases have 
occurred in the practice of a single gynaecological unit.. This 
is particularly true if we keep in mind the considerable amount 
of experimental evidence which goes to show that in certain 
circumstances the oestrogens may produce carcinoma. 

No one has yet suggested, and the authors wish to emphasize, 
that there is no question that the oestrogens are invariably 
carcinogenetic under all conditions. In animals, hereditary 
factors seem to play an important réle. We do not know, but it 
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may also be true for the human being. Close investigation of the 
cases mentioned above for hereditary factors has not been satis- 
factory. Details were not known for some relatives; such infor- 
mation as could be collected did not show any evidence of any 
hereditary factor. In view of this possibility it would probably 
be wiser that oestrogens should not be given if there is a strong 
family history of malignant disease. 

A more important factor seems to be local injury or chronic 
infection. These factors in themselves are generally regarded 
as favouring the development of carcinoma, especially in the 
cervix. In Cases 1 and 2 laceration of the cervix was noted at 
the original examination. From the practical standpoint this 
is well worthy of emphasis and oestrogens should be adminis- 
tered with great caution, if at all, if the patient is known to have 
some lesion which is potentially precancerous. Thus, a badly 
lacerated or infected cervix may be a real contra-indication to 
oestrogenic hormonic therapy. Oestrogenic hormone is advised 
in the treatment of leukoplakia vulvae. In view of the recognized 
precancerous nature of this lesion, such treatment may well 
involve some risk. 

The occurrence of these 3 cases cannot prove that carcinoma 
cervicis may be caused by oestrogens. But we hope that our 
experiences will bring the matter to the minds of gynaecologists 
using such endocrine preparations so that similar cases, if they 
occur, may be reported. They at least point out some practical 
lessons : 

1. Every patient of menopausal or post-menopausal age, 
presenting symptom of discharge, should be subjected to the 
most careful investigation to exclude carcinoma of the uterus, 
even when some lesion such as senile vaginitis appears to be the 
obvious cause. It is unfortunately just in these cases that the 
Schiller-Gram test is not applicable, for oestrogen lack itself 
determines a diminution in cell glycogen and a consequent 
absence of staining. Diagnostic curettage and biopsy are, there- 
fore, essential. 

2. Oestrogens should be administered with caution if the 
patient has a lacerated or infected cervix or any other precan- 
cerous lesion. 

3. Oestrogens should probably not be administered to patients 
with a strong family history of malignant disease. 

In this connexion the work of Hisaw and Lendrum, Herold 
and Effkemann, Korynchersky and Hall, quoted by Hofbauer, 
may have a real practical application. These investigators 
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showed that the simultaneous administration of progesterone pre- 
vents or reduces the metaplasia in the cervix which results from 
oestrogens. If this be true it may be advisable to give corpus 
luteum hormone as well as oestrogens in the treatment of such 
conditions as senile vaginitis. 
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Four cases of Adeno-Carcinoma of the Uterus subsequent 
to Simple Intra-uterine Polyposis 


BY 


Rosert E. Hrrson, M.B., Ch.B. (Manch.), 
M.R.C.O.G. 


THE literature on the subject of malignant change in relation to 
intra-uterine polyposis is strikingly sparse and, indeed, I have 
not been able to find any authoritative articles on the subject 
published in this country and only very few in the European 
and American literature. 

I think I am right in saying that it is generally taught nowa- 
days that all intra-uterine polypi are potentially malignant and 
that if there is any recurrence after they have been removed once 
that the condition should be considered and treated as malig- 
nant. Yet authorities stress the comparatively rare occurrence 
of such a malignant change. Both carcinomatous and sarco- 
matous changes are described, the former being considered about 
50 times commoner than the latter. Thus the condition is 
markedly in contrast with polyposis of the large intestine, in 
which the incidence of malignant change is about 40 per cent. 

I describe four cases of carcinoma of the body of the uterus in 
which either coincident or preceding intra-uterine polypi have 
been discovered. They seem to me to be worthy of record, form- 
ing a link, as they do, in the chain of interrelation of factors in the 
development of cancer. 

The histories of these cases are briefly as follows: 


CASE I. 

Mrs. J. W., aged 55 years, 2-para. The menstrual history was normal, 
the periods being regular and lasting 4 days until the menopause when aged 
45 years. The patient complained of a blood-stained vaginal discharge for 
5 years, variable in amount, never offensive, which had been present 
more or less continuously. Pain was absent. A bimanual examination did 
not disclose any abnormal condition. There was a blood-stained discharge 
following the examination. 

Diagnostic dilatation and curettage were performed, during which a 
mucous polyp, arising from just within the internal os, was removed. The 
curettings were friable, and, macroscopically, looked as if they might be 
malignant. 
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The patient was in a rather poor general condition, so she was treated 
with iron tonics prior to panhysterectomy, which was performed some two 
weeks later. The uterus was found to be enlarged and the interior every- 
where contained fungating papillary tissue, which had largely replaced the 
uterine wall but had not extended to the peritoneal surface. On histological 
examination this was shown to be a columnar-celled adeno-carcinoma. 
(Fig. 2.) The convalescence was completely uneventful, and the patient 
was discharged 3 weeks after the operation. 

A section taken through the cervix and the origin and base of the polyp 
did not show any evidence in the polypus of malignancy. (Fig. 1.) 

In this case the possibility of the malignant process arising high up in 
the cervix and spreading into the body of the uterus must not be overlooked. 


CASE 2. 

Mrs. A. W., aged 54 years, 2-para. The menstrual history was regular 
until the menopause at the age of 48 years. The patient had complained of 
occasional slight haemorrhages for 5 years, which seemed to be brought on 
by active movements. There had never been any severe haemorrhage. For 
one year the patient had noticed a slight watery vaginal discharge. An 
abdominal examination did not reveal anything abnormal. On vaginal 
examination a cystocele and rectocele were apparent. The cervix was found 
to point straight down, and a polypus was palpable flush with, and gripped 
by, the walls of the external os. The uterus could not be felt, but when 
the patient was examined under anaesthesia the uterus was found to be 
uniformly enlarged. The polypus was avulsed and diagnostic dilatation and 
curettage were performed. 

The pathological reports on the specimens were as follows: polyp, cor- 
poreal in origin with no evidence of malignancy. (Fig. 3.) Curettings, defi- 
nitely adeno-carcinomatous. (Fig. 4.) 

In view of these reports, panhysterectomy and double salpingo-odpho- 
rectomy were performed. There was present also a peritoneal cyst filled 
with dark fluid but not anywhere adherent to viscera; this cyst was re- 
moved at the same time. The interior of the uterus disclosed the presence 
of an adeno-carcinoma. The convalescence was entirely uneventful, the 
patient being discharged 3 weeks after operation. 


CASE 3. 

Mrs. J., aged 72 years, nullipara. Menstruation had been normal until 
the menopause at the age of 46 years. When first seen, the patient com- 
plained of a slight vaginal haemorrhage of about 6 months’ duration. A 
vaginal examination failed to disclose any abnormal condition. Diagnostic 
dilatation and curettage were performed, and several uterine polypi were 
removed, all of which, signs of malignancy being absent, were histologically 
simple. 

One year later the patient again had haemorrhage and the uterus was again 
curetted, this time by another doctor, who removed some polypi. Unfortu- 
nately we failed to obtain a histological report. Following this second opera- 
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tion, there was a continuous slight haemorrhage, and the patient was next seen 
some 10 months later. When examined again the uterus was found to be 
2 little enlarged and irregular, and resembled in feel a uterus containing a 
small fibroid. The uterus was again curetted, but definite evidence of 
malignancy could not be obtained. In view of this, and also because of her 
age and poor general condition, it was decided not to perform hysterectomy; 
100 milligrams of radium were inserted into the uterus for 24 hours. 

When seen 3 months later the patient still had a watery discharge, and 
the same dose of radium was again applied. The slight red discharge still 
continued, however, and when next seen the uterus was definitely enlarged 
and there was some loss of weight. The same dose of radium was applied 
for the third time. 

The patient was seen 3 months later, and the enlarged uterus had in- 
creased in size, there was marked loss of weight, and she was complaining 
of pain. She died a few months later. Unfortunately permission for a 
post-mortem examination was not obtained. However, although clinically 
there was never any definite histological evidence of malignancy, it seems 
certain that the condition must have been of that nature, arising in the 
body of the uterus, following a recurrence of an originally simple polyposis. 
Unfortunately microscopical sections of the material removed are not avail- 
able. 


CASE 4. 

Mrs. S. W., aged 64 years, nullipara. Her menstruation was regular until 
the menopause at the age of 50 years. When first seen the patient com- 
plained of post-menopausal haemorrhage of some months’ duration. A bi- 
manual examination failed to disclose any abnormal condition. Diagnostic 
dilatation and curettage were performed. An intra-uterine polypus was dis- 
covered, which histologically was simple in character. (Fig. 5.) 

Following this procedure, the patient was symptom-free’ for 2 years, 
when the bleeding recommenced. Her uterus was again curetted and a 
histological examination of the curettings proved the condition to be one 
of adeno-carcinoma of the body of the uterus. (Fig. 6.) 

The patient suffered from diabetes, her blood-pressure was high, and 
she had myocardial degeneration. A consulting physician advised against 
any major operative procedure. The patient was, therefore, treated with 
3 applications of radium; 100 mgms. for 24 hours (40 mgms. in the uterine 
cavity, and 2 boxes, each of 35 mgms, in the vagina). 

The patient has not yet been seen since her last treatment. 


I have described here 4 cases of adeno-carcinoma of the body 
of the uterus in association with simple intra-uterine polyposis. 
In 2 of these patients, the two pathological conditions were coinci- 
dent, and although the interior of the uterus was malignant, no 
evidence of malignancy in the co-existent polypi could be de- 
tected in either case. In the remaining 2 cases the malignancy 
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Fic. 1. Fic. 2. 


Simple intra-uterine polyp not showing Curettings showing definite adeno-car- 
any signs of malignancy cinoma, and invasion of the underlying 
tissues. 





FIG. 3. 


Base of an obviously simple polypus. 
No invasion of the underlying uterine 
tissues, 








Fic. 4. Fic. 5. 


Curettings, showing irregular prolifera- Intra-uterine polypus, histologically 
tion and the typical structure of adeno- simple in appearance. 


carcinoma, 





Fic. 6. 


Curettings taken after an interval of 
2 years. Typical invasion of adeno- 
carcinoma. 
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followed the occurrence of the polypi at an interval, though 
the polypi were proved histologically to be simple at the time 
of their first occurrence. 


Site of the occurrence of malignancy. 

The commonest site for the occurrence of a simple intra-uterine 
polyposis is said to be in the region of the orifice of the Fallopian 
tube, but that for a polyp with a carcinomatous change, in the 
uterine fundus. 

Various authors have shown that malignancy may commence 
at the tip of a polyp and spread downwards, or it may commence 
at the base and spread in two directions; upwards and/or 
directly into the uterine tissue. Iseki' says that it is rare for 
malignancy to start on the surface of a polyp, but occasionally 
a polyp may be primarily malignant all over its surface. A case 
has been described by Kromer’ in which there was cancer for- 
mation on the surface of a polyp, and at the same time malig- 
nancy had occurred quite separately in the deep cracks on its 
surface. 


Structure of polypi. 

Of the two main types of intra-uterine polypi, fibroid and 
endometrial, the latter is the commoner and the more important 
from the present point of view, since the former merely corre- 
sponds to a submucous fibroid which is being extruded and has 
become pedunculated. A simple endometrial polyp is often hard 
to diagnose histologically, as it may give the appearance of 
malignancy, showing markedly proliferated glands with irregular 
branching, lying so close to each other that the stroma is com- 
pressed into narrow strips. The glandular epithelium may be 
abundant and show multiplicity of layers. If these changes were 
to occur through the endometrium, the condition would certainly 
be that of an adeno-ttarcinoma of the body of the uterus. If, 
however, such changes are limited solely to the polyp, the latter 
is usually of a simple nature. In practice, true malignancy in 
polypi of the body of the uterus is very rare, and even when 
diagnosed as such, the subsequent history shows that the diag- 
noses could not be correct. 


Precancerous changes. 

The first malignant change in the uterus, according to Stone,” 
is an atypical metaplasial overgrowth, which contains the poten-. 
tial elements of a developing cancer. 
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The probable progressive changes from a simple polypus!® 
a malignant one are stated by Dannreuther* to be as follows. 
First, a metaplastic transition of a benign lesion of the endo- 
metrium into a malignant one and, second, a slow invasion of 
the myometrium. "x9 

The sequence of events is: (1) Severe inflammatory changts 
in the endometrium. (2) Reparation. (3) Overgrowth of the 
glandular tissue. (4) Polypoid formation. (5) Malignant change 
in the surface epithelium. (6) Development of papillary 
carcinoma. 

Polypi, especially if cervical in situation (Walker), show a 
marked tendency towards abnormal cell formation. A strong 
tendency towards growth of such cell formations must be con- 
sidered as more than an inflammatory reaction, i.e. a hyper- 
plasia, and rather as bordering closely on a malignant process. 
In such cases it requires only a small amount of increased cellu- 
lar irritation to cause neoplastic development. 

Oeri®, in discussing generalized metaplasia, with particular 
reference to intra-uterine polyposis, says that he considers that 
epithelial metaplasia is chiefly concerned with a change of the 
epithelium from a columnar to a squamous type. True meta- 
plasia is formed by the alteration or substitution of a specific cell 
by other types of cell. Thus, if a uterine polypus protrudes 
into the vagina, there is a multiplicity of the layers of its surface 
cells, so-called cornification, and the surface epithelium changes 
from columnar to squamous: that is, there is a true metaplasia. 
As a result of irritation there may be a further atypical prolifera- 
tion of the already altered epithelium and so malignancy super- 
venes. 


Diagnosis of malignancy. 

This depends to the metaplastic alterations present. It is im- 
possible absolutely to define the limit between a simple and 
a malignant growth. It has been pointed out by many authori- 
ties (including Frankl and Mayer’) that an atypical and irregular 
proliferation of the individual elements are not essential for the 
diagnosis of malignancy, and that differences in cell structure 
may be difficult to recognize even under high-power magnifica- 
tion. A very important point is the loss of gland individuality. 
Iseki reports 9 cases of malignant change in polypi in the body 
of the uterus. He bases the diagnosis of carcinoma in a pre- 
viously benign polyp on the presence in it of areas of benign 
adenomatous growth which have begun to grow invasively, or 
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FOUR CASES OF ADENO-CARCINOMA OF THE UTERUS 


» the breaking through of the capsule which covers groups of 
giands, though even in malignant cases, this capsule may some- 
times remain intact. 

Geist* has surveyed a series of cases gleaned from the routine 

‘amination of all polypi removed at the Mount Sinai Hospital, 

vew York, over a period of years. He says that rarely is any 

malignant change detected, but that pedunculated growths are 
subjected to much trauma, and so nearly all become infected 
and show evidence of metaplasia, and hence resemble malignant 
disease. In his opinion, true malignant change shows involve- 
ment of the base of the polyp and extension into the surrounding 
tissues. 

In most well-formed simple polypi, there is, as a rule, usually 
some degree of epithelialization, which is often hard to differen- 
tiate from true malignancy. The size of the polypus is not con- 
sidered to bear any relation to the incidence of malignancy. 

In a report of the routine examination of all polypi and 
curettings at his clinic, over a period of 3 years, Dolff* states 
that 1.14 per cent of all polypi, though clinically simple, have 
been proved microscopically to be malignant. He, therefore, 
stresses the importance of routine histological examination in all 
cases. 

A primary malignant polyp rarely occurs in a cancer-free 
womb (Frankl and Ringer’®), and secondary malignant de- 
generation of a simple polyp is commoner in the intra-uterine, 
than in the cervical type of polypus. 

The diagnosis of malignancy must rest finally in every case 
on the histological features in association with the subsequent 
clinical history, because in so many of these cases the histological 
diagnosis cannot itself be ascertained with absolute certainty. 


Malignant change—primary or secondary ? 

It is considered that the type of carcinoma is not an indication 
as to whether the malignancy is primary or secondary. If it is 
primary, it is either a diffuse solid alveolar form of an adeno- 
carcinoma, and the growth may be often mistaken for a primary 
adeno-carcinoma of the body of the uterus, but a typical malig- 
nant polyp shows epithelial proliferation and metaplasia, which 
is rare in other types of malignancy of the uterine body. In 17 
cases of malignant polypi reported by Iseki, 3 are described as 
certainly primary and 2 as doubtfully primary. This statement 
is based on the fact that there was no evidence of a previously 
simple polyp; that is, no rest of a simple adenomatous nature 
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and no simple capsule. Nine of the remaining cases were more 
of a secondary malignant degeneration of a primarily simple 
polyp. In the other 3 cases a definite diagnosis could not be 
made. 

Most broad-based polypi, in which secondary malignant de- 
generation can be detected, were originally simple, but in such 
cases it must be proved that the polypus is not one which has 
not been invaded by a carcinoma arising in thé underlying 
tissues. Malignant change is seen chiefly in the broad-based type 
of polyp, where there is the greatest risk of invasion of the malig- 
nant process directly into the surrounding tissues. Thus, in the 
examination of all polypi, it must be stressed that it is essential 
to examine the base as well as the tip, as the latter is the situa- 
tion in which evidence of malignancy is most likely to be found. 


Type of spread. 
(1) Direct—from the base into the uterine muscle. 


(2) Lymphatic—in the lymph spaces at the base of the polyp. 
(Iseki’s series shows 4 cases). 


(3) Implantation—directly into the cervix. (Iseki’s series 
shows 2 cases). 


Summary. 


In reviewing the 4 cases described in this communication, 
one must regard with suspicion the nature of the polypi in the 
first 2 cases, in which the two conditions occurred coincidentally, 
in that they were certainly simple. Assuming this to be true, how- 
ever, and that the combination was not an interesting coinci- 
dence, then the onset of malignancy must be attributed to either: 
(x), an inherent tendency of the uterine endometrium to poly- 
poid hyperplasia with subsequent malignant change or, (2) 
proliferation and metaplasia, which has then changed its 
character and become invasive and malignant, and is gradually 
spreading throughout the whole uterus. 

In the 2 other cases, in which there is a secondary incidence 
of malignancy, in addition to the two possible causes just con- 
sidered, we must add: (3), a malignant change in a recurrent 
polyp and, (4) the possibility that a small piece of the base of 
the polyp was left behind at the time of the first curetting, and 
that this later became malignant, since the base is the part of 
the polyp in which malignancy is most prone to occur. 

Thus, the 4 cases described display a series of degrees in 
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FOUR CASES OF ADENO-CARCINOMA OF THE UTERUS 


the onset of malignant change. In one case we have a simple 
polyp which recurs in a malignant form. In another case, we 
find a simple polyp which recurred possibly again in a simple 
form, and then, at a still later date, malignant change supervened. 
In the other 2 cases there is seen at the same time, a simple polyp 
and an adeno-carcinoma of the body of the uterus. Thus, if 
we assume that the growth factor has been altered in all these 
cases, we can assume that the malignant process is due to an 
abnormal stimulus or, it may be, to the withdrawal of the normal 
control in a polypoid endometrium, which then begins to pro- 
liferate. For, a mucous polypus of the body of the uterus can 
be considered as merely a localized overgrowth of endometrium 
in that region; if this begins to grow and becomes invasive, then 
the process automatically becomes a malignant one. 

It would, then, seem that there must be in the production of 
a malignant process some accessory factor at work, the nature 
of which is at present unknown. This may act either as an 
activating factor to the rate of growth of the uterine endome- 
trium, or the proliferation may be due on the contrary to the 
withdrawal of a factor which is continuously present in the 
normal individual, and acts by causing an inhibition of growth 
beyond a certain point. When this inhibition is overcome, exces- 
sive and abnormal growth can occur, with the creation of a 
malignant process. This factor is probably linked up with the 
onset of a malignant process in all parts of the body, but its 
relation may be especially noticeable in such a situation as the 
corporeal endometrium, where a varying degree of hypertrophy 
may cause either a simple lesion or, if it extends, a malignant 
one. 

With respect to the source of origin of such a factor, or 
factors, it is only possible to conjecture. It may be ovarian, 
possibly having some connexion with the ovarian follicle and 
oestrin development, or it may arise from higher centres, such 
as the anterior pituitary. In view of the progressive series of 
changes culminating in malignancy, as shown by the accom- 
panying cases, the possibility of a hormonal basis of intra-uterine 
cancer cannot be overlooked. 


I am indebted to Professor William Fletcher Shaw for his 
valuable assistance and interest in the preparation of this paper, 
as well as for permission to use the case-notes of the patients 
mentioned and for access to his own private notes on the state 
of the patients prior to their coming under my notice. 
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On the Value of Cephalometry in the Estimation of 
Foetal Weight 


BASED ON MEASUREMENTS OF 1,010 INFANTS. 
BY 


J. G. HastinGs Ince, M.B., B.S. (Lond.), M.R.C.O.G. 
Assistant in the Obstetric Unit, University College Hospital. 


WITH the increasing use of X-rays in obstetric practice attention 
has been directed to the value of intra-uterine cephalometry in an 
attempt to determine the maturity and the weight of the foetus. 
There are several methods of obtaining the desired diameters 
of the foetal skull, generally using methods similar in technique 
to those employed in X-ray pelvimetry. All these methods claim 
a high degree of accuracy when compared with the actual measure- 
ments of the skull after delivery. While it is not denied that in 
favourable cases these measurements can be ascertained before 
delivery within 0.1 inch, it was with the intention of evaluating 
the conclusions that can be drawn from the observations that this 
survey was undertaken. 

Clifford’ has constructed a table from observations on 479 
infants which gives the average and minimal weights of babies 
which may be expected from a known occipito-frontal diameter 
of the skull. This table does not state the number of cases in each 
group, and does not give the range of variation found. In the 
smallest heads with probably few observations the minimal weight 
is never less than ro ounces below the average weight, while it 
reaches I lb. 10 ounces in the larger heads. 

Thoms’ from observations on 149 infants delivered by Caesar- 
ean section, or by easy breech delivery, has found a simple 
relation between the occipito-frontal and the biparietal diameters, 
from which the second diameter can be estimated if the other 
diameter is known. 

Reece’ has given a table of the maturity of the foetus calculated 
from its biparietal diameter. This is based on the work of Scam- 
mon and Calkins‘ who have shown that the relative increase in 
the size of the diameters of the head bears a constant relation to the 
maturity. 

Ball’ has constructed a table to show the relation between the 
volume of the foetal head and its maturity. 
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MATERIAL. 


This series consists of 1,010 babies delivered at University 
College Hospital during 1938. All the babies were weighed at birth, 
and the biparietal and occipito-frontal diameters were measured 
on the fourth day. This day was chosen in order to allow mould- 
ing to disappear and therefore obtain measurements corresponding 
more closely to the intra-uterine size of the foetal head. Several 
babies delivered by Caesarean section were measured daily until 
the fourth day, and the diameters were found to be constant to 0.05 
of an inch during that period. Thus it is assumed that these 
observations should be accurate to that degree. These two dia- 
meters have the advantage over the circumference of the head in 
that they have definite bony points at their extremities and are, 
therefore, capable of more accurate measurement. 


THE BIPARIETAL DIAMETER. 


From the observations made on this series of cases the relation 
between the biparietal diameter and the birth-weight was worked 
out, and the equation 


W = 4.62 x B-9.79 


where W is the weight in pounds, and B is the biparietal diameter 
in inches, was formulated. This equation gives a correlation co- 
efficient of 0.630+0.019. The standard error of prediction of this 
is 15 ounces. 

Table I and Fig. 1 give the estimated value for a given bi- 
parietal diameter with the minimal, maximal, and average 
observed weights and the number of observations. 

From a consideration of these observations it appears that the 
minimal weight that can be expected for any given case is about 
2} pounds below the estimated weight. The wide divergence 
from the estimated weight shows that this measurement is of little 
value in determining the real weight of a given foetus before birth. 
It may be used, however, to form a rough estimate of the 
probable weight. 

The biparietal measurement in this series varies from 3.30 
to 4.05 inches at term. This variation is too great to allow 
accurate estimation of maturity in any given foetus. If this 
figure is compared with that of Scammon and Calkins (Table IT), 
which appears to be the source of Reece’s table of maturity, it 
will be seen that there is a similar range in the observed biparietal 
diameters of the skull in their series. 
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TABLE I 
Biparietal Observed 
diameter Number 
in inches Minimal Average Maximal Estimated of cases 
weight weight weight weight 


pounds 
ounces 
pounds 
ounces 
pounds 
ounces 

















2.75 3 oO 3 @ —_- — 2 15 I 
2.95 2 10% 2 10% — 3 13% I 
3-95 2 13 a 33 —_- — 4 5 I 
3-20 gS 3 4 6% 5 11% 5 oO 6 
3-25 7 0 7 0 ca 5 3%¢ I 
3-30 s.4 5 5% 6 13 5 7% 15 
3-35 4 6 6 Oo e ¢ 5 II 18 
3-40 4 6 5 14% 7 15 5 26 
3-45 4 6% 6 4 7 14% 6 2% 49 
3-50 4 4% 6 6% 8 14 6 6 77 
3-55 4 14 6 124 8 9 6 10 77 
3.60 5 Oo 6 14% 8 14 6 13% 110 
3.65 5 Oo 9 I 9 3% 7 1% 125 
3-70 4 15 7 % 10 2 7 § 148 
3-75 5 234 7 8% 9 14 7 8% 134 
3.80 6 9 7 13% 70- ¢ 7 12% 84 
3.85 § 3 7 12% 1) an, 8 o 62 
3.90 6 II S$ @ Ir oO 8 4 36 
3-95 6 13 8 5% 10 8 8 74 23 
4.00 7 7% 8 7% 9 13 8 11% II 
4.05 7 12 8 7% 9 5% 8 15% 3 
4.15 9g I2 9 II — 9 6% I 
4-25 G § 9 5 _ — 9 14% I 
TaBLe II (From Scammon and Calkins) 
Average Variation in 
biparietal biparietal Number of 

Crown heel length. diameter. diameter. cases. 

300 to 350 mm. 62.5 mm. 25 mm. 36 

350 to 400 mm. 69.6 mm. 20 mm. 36 

400 to 450 mm. 77.3 mm. 18 mm. 29 

450 to 500 mm. 87.0 mm. 29 mm. 24 


500 to 544 mm. 


94.0 mm. 17 mm. 27 
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CEPHALOMETRY IN ESTIMATION OF FOETAL WEIGHT 
Thus, although Reece’s table will give the average biparietal 
diameter to be expected from a foetus of known maturity, it does 
not give the maturity from a known biparietal diameter. 
Table III shows the biparietal diameter compared with the 
occipito-frontal diameter. The relation between the biparietal 
and occipito-frontal diameters has been worked out in this series 
and, while there is a definite relation between the two measure- 
ments, the range of variation is too great to allow accurate pre- 
diction in any given case. 
TABLE III 
Biparietal diameter Occipito-frontal diameter. Number 
in inches. Minimal. Average. Maximal. of cases. 
2.75 3.85 3.85 — I 
2.95 3.85 3.85 — I 
3.05 3.85 3.85 — I 
3.20 3.85 4.10 4.25 6 
3:25 4-25 4-25 — I 
3.30 4.10 4-29 4.65 15 
3-35 4-05 4-43 4-70 18 
; 3-40 4-15 4-42 4.65 26 
3-45 4.00 4-44 4-75 49 
3.50 4.10 4.48 5.00 77 
3-55 4.30 4-55 5.00 77 
3.60 4.25 4.58 4.85 I10 
3.65 4.00 4.61 5.00 125 
3.70 4-35 4.64 5.00 148 
3-75 4-45 4.69 5-15 134 
3.80 4.40 4:92 5.00 84 
3.85 4-45 4-76 5.10 62 
3.90 4.50 4.80 5.10 36 
3-95 4.50 4.84 5-10 23 
4.00 4.60 4-76 4.95 II 
4.05 4.80 4-90 5.00 3 
4.15 5.10 5.10 — I 


4.25 5.10 5.10 _ I 





THE OCCIPITO-FRONTAL DIAMETER 


From the observations made on this series of cases the follow- 
ing equation was formulated to calculate the birth-weight from 
the occipito-frontal diameter 

W = 3.08 x O - 11.23 
where W is the weight in pounds and O is the occipito-frontal 
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diameter in inches. This equation gives a correlation coefficient 
of 0.677+0.017. The standard error of prediction is 13} ounces. 

Table IV and Fig. 2 give the estimated value for a given 
occipito-frontal diameter with the minimal, maximal and average 
observed weights and the number of observations. 

The range of values found for any given measurement of the 
occipito-frontal diameter is here too great to allow an accurate 
estimate of the weight in any given case. The minimal weight 











TABLE IV 
Occipito- 
frontal 
diameter Observed Number 
in inches. Minimal Average Maximal Estimated cf cases 
weight weight weight weight 
n n n x2) n 
& 6 & § a 6 & 6 
3.85 2 10 2 14 3.. 2 4 1% 4 
4.00 4 6% 5 8% II 4 3% 2 
4-05 4 6 4 6 ie Ae 4 14 I 
4.10 3 9 4 12 5 13 5 1 7 
4-15 4 11 5 I 5 1% 5 4% 7 
4.20 4 4% 5 11% 6 14% 5 7% 9 
4.25 4 6 5 9% 7 0 5 10% 13 
4.30 4 6 5 1434 7 #0 5 14 19 
4-35 4 4 6 4 8 6% 6 1 50 
4.40 4 6 6 4 8 13 6 4 50 
4-45 4 5 6 934 8 2 6 7 76 
4.50 4 8 6 11% 8 10 6 10% 85 
4-55 5 2 6 15% 8 9 6 13% 84 
4.60 5 Oo : 9 2 7 Oo% 88 
4.65 5 8 7 4% 9 7% 7 4 118 
4-70 5 0 7 7 10 68% 7 #7% 95 
4:75 4 15 7 10% 9 13 7 10% 96 
4.80 5 11% 7 13% II oO 7. 13% 87 
4.85 6 15 8 o to 7 8 0% 44 
4.90 6 2% S 5 10. «|.2 8 4% 27 
4-95 8 5 9 15 7% 18 
5.00 6 3% 8 9% Io 8 8 1034 16 
5.05 8 Oo 8 14% 9 11% 8 14 5 
5.10 9 5 10 Oo it 4 9 +I 7 
5-15 8 9 8 9 on som 9 4% I 
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which can be expected from a given measurement is about 2 
pounds below the weight as estimated from the above equation. 


SUMMARY. 


1. A series of observations of the biparietal and occipito- 
frontal diameters of the infant’s head at birth, together with the 
birth-weight in ro10 babies, is recorded. 

2. The biparietal and occipito-frontal diameters have been 
compared with the birth-weight, and an equation to show the 
estimated birth-weight from either diameter has been formulated. 

3. The range in the biparietal and occipito-frontal diameters 
of the baby’s skull is given and the minimal birth-weight to be 
expected from a given estimated measurement. 

4. The range in the biparietal diameter of the skull at term is 
given. 

5. The range of variation between the biparietal and the 
occipito-frontal diameters of the skull is given. 


CONCLUSIONS. 

The range of variation in either the biparietal and occipito- 
frontal diameter of the foetal skull is too great to allow an accurate 
estimation of either the birth-weight or the maturity in any given 
case, although it will give a rough guide to the average weight 
and maturity. 

The minimal weight to be expected from any given measure- 
ment is about 2; pounds below the estimated weight, but as the 
series contains only 28 observations on babies under 5 pounds 
in weight it cannot be relied on to give the absolute minimal 
weight. 

In applying these observations to intra-uterine cephalometry 
an allowance of 0.2 inch should be made for the scalp. 


I beg to acknowledge the assistance of Miss Allen with the 
correlation coefficients and the equations, and that of Professor 
Browne who has advised in and encouraged this work. 
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Labour Obstructed by a Dermoid Cyst of the 
Recto-Vaginal Septum 


BY 


GERALD MAIZELS, 
B.Sc., M.B., Ch.B. (Manch.), M.R.C.O.G. 


From the Maternity Department, Dulwich Hospital, London. 


CASE RECORD. 


Mrs. A.W., aged 24 years, had been delivered normally at her 
first confinement 3 years ago of a healthy child weighing 9 
pounds. During her second pregnancy she had attended a 
welfare centre and had arranged to be delivered at home. 
Labour began spontaneously at term, and after the cervix had 
been fully dilated for 2 hours with no advance of the head, 
her doctor was summoned and attempted, unsuccessfully, to 
deliver the child by the forceps. He then discovered what he 
described as ‘‘a soft tumour of the rectum ’’, and sent her into 
hospital. On admission, the general condition of the patient 
was good, the heart, lungs, and kidneys all being normal. 
The uterus corresponded in size to a full-time pregnancy, and 
was contracting strongly at frequent and regular intervals. The 
foetus was in the left occipito-anterior position, and the head 
was engaged, but foetal heart sounds were not heard. On 
rectal examination the lower pole of a soft tumour was identi- 
fied at a distance of 8.5 centimetres from the anal orifice and 
protruded into the rectum through its anterior wall, the mucous 
membrane of which was freely moveable over the surface of 
the tumour. 

Under a general anaesthetic a vaginal examination was 
made, and a pulseless loop of the umbilical cord was found in 
the vagina. On inspection a soft, ill-defined mass, over half 
the size of the palm of one’s hand, could be felt behind the 
posterior vaginal wall. A recto-vaginal examination confirmed 
the cystic nature of the tumour, and that it occupied a mid-line 
position between the rectum and vagina. The cervix was fully 
dilated and the vagina badly lacerated. There was no con- 
traction of the pelvis. 

Treatment. At first sight it was not apparent how the 
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tumour caused an obstruction, as it did not encroach on the 
vaginal canal and as one could easily push one’s hand beyond 
the site of the tumour without encountering any difficulty. 

It was decided to apply the forceps tentatively and watch 
the result. Traction on the forceps at once caused the tumour 
to protrude into the vagina, distal to the foetal head, and the 
tumour was transformed from a soft boggy mass of an inde- 
finite shape into a well-defined, tense cystic swelling. 

An attempt was then made to aspirate the contents of the 
tumour, and 30 cubic centimetres of a clear yellow fluid were 
withdrawn, after which it became too thick to escape. At that 
moment the vaginal mucous membrane at the site-of the punc- 
ture began to split, and part of the cyst extruded itself through 
the opening. By sweeping one’s finger round the cyst it was 
easily enucleated, and, despite its size, haemorrhage was not 
encountered. This procedure was greatly facilitated by main- 
taining throughout a steady, gentle traction on the forceps, 
sufficient to prevent the cyst from relaxing into its former 
flaccid state. The delivery was then completed by extracting 
a 7$ pounds stillborn child by the forceps. 

After the expulsion of the placenta, the large cavity between 
the rectum and vagina was closed. During the repair of the 
lacerations of the cervix and vagina, the patient began to show 
signs of shock, and further repairs were not attempted. Re- 
covery was gradual, but 3 days later the patient complained 
of a sudden, severe attack of lower abdominal pain with tender- 
ness and rigidity in the hypogastrium, but the temperature had 
not risen. A laparotomy was performed, and a pint of thin, 
blood-stained fluid was evacuated. The uterus was involuting 
normally, but as a moderate degree of haematosalpinx was 
found on the left side the affected Fallopian tube was removed. 
The fluid taken from the abdomen was cultured but pathogenic 
organisms were not grown. Recovery from the operation pro- 
ceeded normally, but was complicated a week later by throm- 
bosis of the left internal saphenous vein. After that convales- 
cence was satisfactory, and the patient was discharged well 9 
weeks after admission. The lacerations of the vagina and cer- 
vix were then completely healed with an irregular scar in the 
posterior fornix. 


PATHOLOGY. 
The tumour was found to contain within its capsule two 
cysts, each approximately the size of a kidney, and joined 
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LABOUR OBSTRUCTED BY A DERMOID CYST 


together by a broad non-vascular band of connective tissue. 
(Fig. 1.) 

The total weight was 352 grammes. One cyst measured 10 
by 6 by 5 centimetres and the other 9 by 7 by 5 centimetres. 
The contents were typically those of a dermoid cyst, and con- 
sisted entirely of thick yellow sebaceous material intermingled 
with masses of hair, while attached to the inner wall were 
several hard plaques and nodules of cartilage. The micro- 
scopic examination of the cyst wall confirmed the diagnosis 
and showed stratified squamous epithelium and sebaceous 
glands. (Fig. 2.) 

Developmentally, the recto-vaginal septum is one of the sites 
where a dermoid cyst might occur, but, according to Dussuel,' 
it is extremely rare to find one in this situation, and then it 
does not give rise to any symptoms except by an increase in 
size. Other cysts found in the posterior vaginal wall are those 
due to trauma, which are usually single, and those arising from 
Gartner’s duct, as in the case mentioned by Magee,’ who sug- 
gested the possibility that some of these cysts may arise from 
homologues of persistent vesiculae seminales. The rarest of all 
cystic tumours found in the recto-vaginal septum is the case of 
cystic lymphangioma described by Haman and Rothan.* 


COMMENTARY. 

Several cases have been recorded of tumours of the rectum 
and paravaginal tumours causing dystocia, but very few refer- 
ences are to be found when a dermoid cyst or other cyst of the 
recto-vaginal septum is the cause. A case that closely resembles 
the present one has been described by Fischer,* who was attend- 
ing a woman aged 36 who had had three children. In the 
course of a vaginal examination made during labour, he dis- 
covered a fluctuant tumour of the recto-vaginal septum. As 
the head could be pushed down into the pelvis, he did not think 
labour would be obstructed and decided to allow a trial labour. 
As no advance was made, he applied the forceps with strong 
traction, but was unsuccessful. Just as he was giving up the 
traction, the cyst began to extrude through the posterior vaginal 
wall. It was easily enucleated and the delivery of a living 
child completed by the forceps. In this case the tumour con- 
sisted of three dermoid cysts enclosed in a single capsule. An 
unusual complication has been recorded by Gilbert and Eiras° 
who, in the course of a routine pelvic examination during preg- 
nancy, found a calcified dermoid cyst of the recto-vaginal sep- 
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tum and confirmed it by an X-ray film. They decided to per- 
form a Caesarean section at term and attempt to remove the 
tumour at the same time, but after completing the Caesarean 
section, they found the position of the tumour rendered its 
removal too difficult. They, therefore, postponed its removal 
for 3 months, until the uterus had involuted. In the meantime 
they had again confirmed the position of the tumour with a 
hysterogram, and the subsequent operation was entirely suc- 
cessful. 

The diagnosis of a cyst of the recto-vaginal septum may be 
made in the course of a pelvic examination during pregnancy 
but, if none is made, the condition will remain undetected until 
the patient is in labour, except for those symptoms due to an 
increase in its size. The ease with which the cyst was enucleated 
in Fischer’s case, and also in the case I record, together with 
the absence of haemorrhage, suggests that vaginal enuclea- 
tion is the method of choice and could be safely attempted 
during the first half of pregnancy, once the diagnosis has been 
made. 

If the cyst is discovered only during the latter half of preg- 
nancy, the choice of treatment lies between (1) vaginal enuclea- 
tion at the beginning of the second stage of labour, followed 
by forceps delivery, and (2) Caesarean section at term, followed 
by removal of the cyst but if, at the time, this is not possible by 
the abdominal route, vaginal enucleation should be considered 
6 months later. Although too few cases have been recorded to 
indicate the best line of treatment, yet one might suggest that 
the former method, that is, delivery by the vaginal route, will 
succeed in uncomplicated cases, while Caesarean section should 
be reserved for those cases that present some additional abnor- 
mality or indication. 


I wish to thank Sir Frederick Menzies for permission to pub: 
lish this case. 
REFERENCES. 
t. Dussuel. ‘‘ Contribution a ]’étude des kystes dermoides de la cloison 
recto-vaginale.’’ Paris, 1925. 
2. Magee, J. A. L. Brit. Med. Journ., March, 1939, No. 4078, 476. 
3. Hamant and Rothan. Bull. Soc. d’Obstét. et Gynécol., 1935, xxiv, 
339. 
4. Fischer. Monats. f. Geburtsh. u. Gynikol. Berlin, 1912, xxxv, 432. 
Gibert, A. F., and A. Eiras. Semana Méd., 1934, i, 1913. 


wn 


IO0I4 











Bilateral Cystine Renal Calculi and Pregnancy 
BY 


JAMES YOUNG, Esq., 
D.S.O., M.D., Ch.B. (Edin.), F.R.C.S. (Eng.), F.R.C.O.G. 


Professor of Obstetrics and Gynaecology, University of London; 

Director of Department of Obstetrics and Gynaecology, British 

Postgraduate Medical School, Hammersmith Hospital, L.C.C., 

London; Consulting Obsteinician, Edinburgh Royal Maternity 

and Simpson Memonal Hospital; Consulting Gynaecologist, 
Royal Infirmary, Edinburgh. 


AND 


JAMES CARVER, F.R.C.S. (Eng.), 
Urologist, St. Mary Abbots Hospital. 


D.H., aged 18, single, first came under our care (J.C.), after 
admission to Fulham Hospital on October 14th, 1935, with a 4 
weeks’ history of frequency of micturition and dysuria. The 
symptoms during this period became steadily worse and 2 days 
before admission there had been vomiting and diarrhoea. She 
had a temperature of 102°F., and the left kidney was tender and 
palpable. Investigation of the urine showed pus, bacillus coli 
and diphtheroids, but casts were not seen, A plain X-ray of the 
renal tract (Fig. 1) revealed multiple calculi in the region of the 
right kidney and in the region of the left there was another 
shadow which was not so dense as those on the right side. 

INVESTIGATION. Urvoselectan. Good secretion on the left side. 
On the right no response in 45 minutes. A blood count was made. 
Red blood cells 5,580,000; white blood cells 13,350; Hb. 80 per 
cent; polymorphonuclear leucocytes 70 per cent; lymphocytes 27 
per cent; hyaline cells 2 per cent; eosinophile cells 1 per cent. 

Cystoscopy. Acutely inflamed bladder with flecks of pus all over 
the vesical wall. A specimen of urine from the left kidney was 
taken. It was very turbid and it contained pus, blood corpuscles, 
many organisms and it had a urea content of 1.5 per cent. The 
patient was treated with alkalies and after 8 days the temperature 
was normal; she was sent to a convalescent home. 
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She was re-admitted on December 13th, 1935, and right 
nephrectomy performed. An abnormal vessel was found crossing 
the ureter going to the lower pole. Examination of the kidney 
showed a marked calculus hydronephrosis with very little renal 
tissue remaining. Examination of the specimen showed focal 
areas of chronic purulent inflammation with degeneration of the 
tubules: dilatation of the tubules which in places formed cystic 
cavities lined with phagocytic giant cells and containing crystal- 
line fragments. In the calyces of the kidney there were a number 
of smooth round calculi composed of cystine. The stones con- 
tained a mixture of cystine and calcium phosphate. The patient 
was immediately placed on large doses of potassium citrate and 
given a vegetarian diet. Convalescence was uneventful and she 
_ was re-admitted on February 14th, 1936, for removal of the stone 
in the left kidney. Fig. 2 shows this stone has increased in size 
and also in density. 

A pyelolithotomy was performed. Three days later the patient 
became acutely ill with pyrexia, pain and swelling in the left 
loin; the amount of urine passed was not more than 4 ounces 
in 24 hours, and it was very dirty. Cystoscopy was performed. 
The left ureteric orifice was found to be pouting, and the bladder 
was acutely inflamed. A ureteric catheter was passed into the 
kidney and left there for three days. The general condition rapidly 
improved and the patient was discharged from the hospital on 
April 4, 1936. In the meantime a urinary investigation of the other 
members of the family, father, mother and two brothers, was 
carried out. In one brother, aged 15, a heavy deposit of cystine 
was found. 

Meanwhile the patient passed out of our care and in January, 
1937, was admitted to another hospital between 4 and 5 months 
pregnant, where, according to the information kindly supplied by 
this hospital, the blood urea measured 32 mgm. per cent and the 
Van Slyke urea clearance test was found to be unsatisfactory. In 
view of these findings and the previous history an abdominal 
hysterectomy and a revokable sterilization (burying of the free 
ends of the Fallopian tubes behind the broad ligament) were 
carried out. 

The patient next came under our care (J.Y.) on August 18, 
1938, when she reported at the antenatal clinic of Hammersmith 
Hospital at the thirtieth week of pregnancy. The general condi- 
tion was then good, the blood-pressure was 120/70, X-ray 
examination did not reveal any opaque urinary calculus and 
urinary symptoms were absent. These negative findings and the 
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other association of bilateral cystine calculi and pregnancy has 
been found in the literature. It is remarkable that, notwithstand- 
ing the severe degree of sepsis, even after the removal of a stone 
from the left kidney, further calculi have not developed. 


Our thanks are due to Sir Frederick Menzies, Medical Officer 
of Health, for allowing this article to be published. 
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An Unusual Case of Adeno-Carcinoma of the Body 
of the Uterus 


BY 


A. E. CHISHOLM, F.R.C.S. (Edin.), F.R.C.O.G. 
Obstetrician and Gynaecologist, Maryfield Hospital, Dundee, 
AND 


R. L. FERGusonN, M.B., Ch.B., 


House Surgeon, Obstetrical and Gynaecological Department, 
Royal Infirmary, Dundee. 


THE patient was a woman of 65 who had had no children. Her 
menopause had taken place in the later forties and since then she 
had had no vaginal haemorrhage. Slight abdominal swelling had 
been noticed by the patient six months before admission to 
hospital, but this had rapidly increased during the past three 
months and especially during the last month. For four weeks she 
had suffered from occasional attacks of nausea and biliary vomit- 
ing. She also complained of frequency of micturition and 
dysuria. 

On abdominal examination a large uniform swelling was found 
extending from the pelvis to within two inches of the xiphisternum. 
The appearance suggested an ovarian cyst, but there was an entire 
absence of thrill. At the time of operation the swelling was 
found to be an enormously enlarged uterus. On the chance of the 
cavity containing fluid the uterine wall was pierced by a large 
trocar and canula when fourteen pints of greenish fluid were run 
off, thus reducing the size of the uterus and allowing of its removal 
through a moderate incision. Supra-vaginal hysterectomy was 
then performed, the operation being complicated by widespread 
adhesions. The patient made an uneventful recovery and was 
discharged from hospital three weeks later. 

Pathological report : The uterine wall is about a third of an inch 
thick. The lining of the uterine cavity consists of adenocarcino- 
matous new growth. 

The condition being so unusual, malignancy was not seriously 
suspected until after the uterus had been removed and opened up. 
But, even if the diagnosis had been possible beforehand, it is 
practically certain that the patient could not have withstood the 
strain of a difficult pan-hysterectomy. 
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The Simpson Memorial Maternity Pavilion, 
Royal Infirmary, Edinburgh. 


BY 


R. W. JOHNSTONE, 
C.B.E., M.D., F.R.C.S. (Edin.), F.R.C.O.G. 


Professor of Midwifery and the Diseases of Women, University 
of Edinburgh; Obstetrician and Gynaecologist, 
Royal Infirmary. 


THE old Royal Maternity and Simpson Memorial Hospital, 
which has been the obstetric nursery of so many generations of 
Edinburgh graduates in the 60 years of its existence, was closed 
as a hospital on March Ist, 1939. On the same day the new 
Simpson Memorial Maternity Pavilion of the Royal Infirmary 
opened its doors for the reception of patients. The first to be 
admitted was a woman, whose infant was so eager to win the 
layette promised to the first baby born in the new hospital that 
its zeal outran its discretion and it was born in the ambulance 
while still some miles outside the city. In the circumstances 
a consolation prize was awarded ! 

In the first week of April, the Eleventh British Congress 
of Obstetrics and Gynaecology gathered in the Lecture Theatre 
of the new hospital. All those present took the opportunity 
of exploring the hospital, and they were unanimous in their 
expressions of admiration and approval. It is in response to 
numerous requests made by our visitors on that occasion that 
this article is written. 

The old hospital had long been inadequate in space and 
in convenience for the increasing demands put upon it, and 
it was impossible, as well as undesirable, to attempt to extend 
it on the same site. Accordingly, in 1926, the directors accepted 
an offer of the managers of the Royal Infirmary to build a new 
maternity hospital in conjunction with that institution, only 
stipulating that the name of Sir James Y. Simpson, te whose 
memory the old hospital had been erected, should be per- 
petuated in the new one. This most appropriate stipulation 
enables us to carry on our work in the new pavilion with the 
feeling that there has not been any break in the stimulating 
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THE SIMPSON MEMORIAL MATERNITY PAVILION 


traditions which link us to the Colossus of Scottish obstetrics, 
and to the old hospital which Ballantyne made the cradle of 
antenatal care in Europe. 

The original proposal of the Royal Infirmary was to acquire 
from the Merchants’ Company. of the City the site of the 
famous school, George Watson’s College for Boys, and to build 
thereon a combined obstetrical and gynaecological hospital as 
well as a very necessary new nurses’ home, and then to utilize 
the present Gynaecological Pavilion for an urgently needed 
extension of the surgical side of the Infirmary. Curiously 
enough this was the fourth time in the last 200 years that this 
old school has ‘‘ moved’”’ in order to accommodate the Royal 
Infirmary. The Merchants’ Company agreed to sell, but great 
delay ensued in collecting the half-million of money required 
for this ambitious project. The slump in 1931 sealed the fate 
of the original scheme, and when £300,000 had been collected, 
the plan was reduced to the erection of a maternity pavilion 
and nurses’ home only, leaving the gynaecological pavilion as 
it was. After further delay this project has now materialized. 

The old hospital contained a nominal complement of 65 
beds, but in recent years it usually held considerably more, 
with the result that there was an undesirable degree of over- 
crowding. The new pavilion has 126 beds, exclusive of first- 
stage labour beds, but it is designed on such spacious lines 
that the number of beds can be increased if necessary without 
any overcrowding. The new pavilion is built round a rec- 
tangular court. On the north side it rises to two storeys, which 
house the-antenatal out-patient clinic on the ground floor and 
the delivery suite on the first floor. The other three sides rise 
to five storeys. This arrangement ensures an abundance of 
light and fresh air for every room. All the wards and 
nurseries face south, and look out over the wide, green public 
park of the Meadows, and over the distant house-tops to the 
Pentland Hills. A special feature is that on each floor there 
is balcony accommodation for every bed and every cot, and 
it has been both delightful and instructive to observe how the 
patients enjoy the fresh air and sunshine when the weather is 
fine. The east and west sides are occupied mainly by adminis- 
trative offices, first-stage labour rooms, house surgeons’ rooms 
and post-graduate students’ quarters. 

The distribution of the beds is as follows. On the ground 
floor there are 20 antenatal beds and 1o V.D. beds. On the 
first, second and third floors there are 25 beds each, these con- 
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stituting the three main “‘charges’’ under the ihice senior 
obstetricians. The fourth floor is the segregation ward for 
patients who are either potentially infected on admission (sus- 
pect cases), and those who develop pyrexia after delivery. It 
contains 21 beds, and is a completely self-contained unit with 
its own small delivery rooms. 

To the obstetrical mind one of the main criteria by which 
a modern maternity hospital must be judged is the method of 
separating the presumably clean cases from the potentially in- 
fected cases which have been examined and possibly handled 
outside the hospital. This separation is accomplished within 
a few yards of the north-west door by which the patients enter. 
The patient, if in labour, is received by the receiving sister 
and the house surgeon on duty, who decide the category io 
which the patient belongs. If the patient is regarded as “‘ sus- 
pect’’, she is taken through a door to the right, where a small 
emergency delivery room is situated, and then up in a lift to the 
segregation department on the top floor. This lift and the 
staircase surrounding it have, on each landing, a door which 
communicates with each of the three main charges, but these 
doors are kept locked and may only be opened in case of serious 
emergency or for the transfer cf a pyrexic patient to the segre- 
gation unit. 

If the patient is regarded as a clean case, there is another 
small suite on the ground floor on the left-hand side for any 
patient whose delivery is so imminent that she cannot be taken 
to the delivery suite. Otherwise she is taken up by another 
lift to the first floor where the main delivery suite is situated. 
She goes first to a reception room where her clothing is re- 
moved; thence to a bathroom where she receives a warm 
spray bath on a shallow porcelain slab. She is then taken to 
‘one of the first-stage wards of which there are nine. These are 
small rooms (12 feet by 16 feet) with large windows. The fur- 
nishing is simple—a bed, an anaesthetic table, a sink, a fixed 
hand-basin and a steam instrument sterilizer. A history slate 
fixed in the wall at the head of the bed is marked off for 
notes of all the necessary particulars, such as the patient’s 
name, parity, the time of the beginning of labour, the presen- 
tation and position, whether or not the membranes have 
ruptured. The intention is that normal cases will, so far as 
possible, go right through their labour in these rooms, so as to 
accustom the students and pupil-midwives to conditions which 
are less elaborate than in the delivery rooms proper, and some- 
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what more analagous to those met in domiciliary practice. On 
the other hand, if the case is in any way complicated, and if 
instrumental interference is required, the patient is in due course 
wheeled into one of the delivery rooms. 

The delivery suite runs the whole length of the first floor on 
the north side. It is used in common by all the three main 
charges. There are four delivery rooms arranged in two pairs 
with an entrance for students in the middle, leading to a raised 
platform which runs the whole length of the four rooms. Between 
each pair of delivery rooms is a washing-up room with large 
flat hand-basins, and sterilizers for instruments, basins and the 
provision of hot and cold sterile water. Each room has a Nisbett- 
Evans sliding delivery bed, and the rest of the furniture in- 
cludes, among other articles, a gas-and-oxygen apparatus, an 
anaesthetist’s table and stool, basin stand, instrument table, and 
illuminated film box. At the east end of this suite is a large 
theatre for major operations in clean cases. At the extreme west 
end are the work rooms for the nurses on labour ward duty, 
and a large room in which the dressings, sheets, and towels 
are sterilized for the whole hospital. Here there are two high- 
pressure steam sterilizers, and, instead of drums, sail-cloth 
envelope-bags are used to contain the material to be sterilized. 
Envelopes of different sizes for different procedures are packed 
in the adjoining nurses’ duty room, and labelled with the num- 
ber of the charge or the name of the theatre for which they are 
destined. One man is in charge of the sterilizing room, and 
it is his duty to collect these bags when packed, sterilize them, 
and distribute them thereafter. This system commends itself 
in three ways. In the first place, much more material can be 
packed into the autoclaves in bags than in drums. Secondly, the 
bags are not tightly packed, and the steam gets a good access. 
In the third place, if a vaginal examination only is going to 
be made, it is not necessary to open a relatively large drum, but 
only a small canvas envelope, with just the right amount of 
swabs and cottonwool. Gloves are sterilized in similar but 
separate envelopes. 

After delivery the patient is transferred to a lying-in ward 
in one or other of the three main charges. Each of the charges 
is architecturally identical. The main wards are situated in 
projecting wings at the east and west ends of the south frontage, 
and contain 6 beds each. In addition there are 2 two-bedded 
rooms and 2 single rooms at each end. In the middle are the 
nursery and small special nurseries for premature babies and 
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for sick babies. In these the air is conditioned as to tempera- 
ture and humidity. On the north side of this corridor, facing 
into the central courtyard, are the babies’ bathroom, the milk 
store, the nurses’ duty rooms and cloak-rooms, the sisters’ 
room, the kitchen, and the various ‘slunges’,* and a dark room 
for the accommodation of an eclamptic patient, with special 
provision for a dim, non-irritating light. The inner walls of 
the nurseries and babies’ bathroom have large windows for 
easy observation from the corridor. The doors of all wards are 
hollow and are faced with West African mahogany on each side, 
with a small observation window. Glass doors are so arranged 
in the corridor that in the event of any outbreak of infection 
one half of the charge can be immediately isolated from the 
other. 

On the top floor there is a greater degree of segregation of 
the individual patient. The largest wards have only 4 beds, 
and these are cubiculized by fixed plate-glass screens. In the 
two-bedded wards there is a similar arrangement so that each 
patient has her own bedroom. This unit is self-contained. The 
potentially infected undelivered patient is, as already explained, 
brought up by a special lift in the western side. Here there 
are a receiving room, bathroom, two first-stage rooms, and a 
pair of delivery rooms. It should be explained that patients 
who develop frank puerperal infection, and in particular those 
in whom haemolytic streptococci are found, are transferred 
forthwith to the City Fever Hospital, and that the Maternity 
Pavilion does not admit patients with infective puerperal com- 
plications from outside. 

Returning to consideration of the ground-floor—the ante- 
natal outpatients and post-natal patients enter by the same door, 
north-west corner, as the others. Immediately on the right 
are the lady almoner’s and the porters’ offices. Opposite these, 
on the left, is a large waiting-room for patients and their friends. 
As each patient is called, she goes into a room in which urine- 
iesting is done. Off this are 4 closets, each with a shallow 
porcelain pan which drains into an individual urine glass. 

Beyond this is the long, well-lit clinic room with 8 cubicles. 
Behind this is a long, narrow room with 24 small dressing boxes 
—three to each cubicle. In these the patients undress, and in 
turn pass to the cubicles for examination. Each cubicle con- 
tains an examination table, a .wall-fixed Baumanometer, a stool, 

* Slunges—i.e., rooms containing apparatus for flushing-out bed-pans. 
These rooms also contain bed-pan sterilizers.—R.W.J. 
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a small instrument trolley for stethoscopes, pelvimeters, specula, 
and a writing table. 

At the north-west corner is the infant welfare department, 
with waiting-room, weighing-room, clinic and a small surgery. 
Here the babies born in hospital are seen weekly for one year, 
which gives the Professor of Child Life and Health, who is in 
charge of the department, the advantage of having his patients’ 
records from birth onwards until they pass to the ordinary 
child-welfare clinics throughout the city. 

A complete X-ray unit is situated in close proximity to the 
antenatal department. 

The antenatal in-patient wards are on the south side of the 
ground-floor, and are arranged similarly to the ordinary lying- 
in charges, except that the main ward contains 10 beds. The 
west end of this floor is set aside for V.D. cases—r four-bedded 
ward, 2 two-bedded, and 2 single rooms, and a separate small 
delivery suite. There is also a suite of 3 rooms for V.D. out- 
patients attending for treatment, which is carried out under the 
V.D. specialist to the Infirmary. 

On the second floor above the operating theatre is a large 
lecture theatre, capable of seating 250 students. The seats are 
of terrazo and are covered with Dunlopillo cushions. At the 
end of a three-hours’ sederunt of the Congress of Obstetrics and 
Gynaecology, some of the members were politely critical, but 
on ordinary occasions the students will not have to occupy the 
seats for more than 50 minutes at a stretch, and under such 
conditions they may be regarded as almost luxurious ! 

The following building details are quoted from an article 
in The Hospital, September 1938, by Mr. Henry Maw, the 
Secretary of the Royal Infirmary: ‘‘ The buildings are of steel 
frame concrete construction. Floors are of concrete and finished 
with heavy linoleum. Walls are of cast stone with the exception 
of the south elevation to the Meadows, which is of natural 
stone, and the roofs are of concrete, finished with sheet asphalt 
and tar macadam. Windows and balcony doors are steel frame 
work. Stairs are of concrete, cast in situ, and the two main 
stairways are of special interest, being spiral in form with mid- 
way landings, giving an easy climb stair of pleasing appearance. 
Linen shutes are constructed of spun-concrete water-pipes, 4 
feet in diameter, to allow passage of bed mattresses to the base- 
ment for disinfection. Heating is by vacuum steam supplied 
from the central boiler-house. Air conditioning is provided 
for the nurseries only. 
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‘““The design is in accordance with modern practice to give 
the maximum of light and ventilation throughout with a colow 
scheme of soft pastel shades in greens, primrose and cream.”’ 

Additional data which may be of interest are :— 

Space per bed in lying-in wards is rather over 1500 cubic 
feet. Floor area per bed is over 120 square feet. ‘‘ Bed- 
centre ’’ in lying-in wards is 10 feet. Passages are 7 feet 6 inches 
wide. 

The architect of the new Pavilion is Mr. Thomas W. Turnbull, 
F.J.A.A., Master of Works to the Royal Infirmary, and te 
him the obstetrical staff offer grateful congratulations 
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QUARTERLY MEETING OF THE COUNCIL: OCTOBER, 1939. 


The quarterly meeting of the Council was held in the College 
House on Saturday, October 28th, 1939, with the President, Pro- 
fessor W. Fletcher Shaw, in the chair. 

The President admitted to the Honorary Fellowship of the 
College, in absentia, Walter William Chipman, B.A., M.D., 
F.R.C.S.E., F.A.C.S., F.R.C.S. (Can.), LL.D., Emeritus Pro- 
fessor of Obstetrics and Gynaecology, McGill University, Canada. 


The following were admitted im absentia : 


To the Fellowship : 


Morris Datnow, Liverpool. 


To the Membership : 


Bruce Hunter Anderson, Melbourne. 
Alexander Wilson Andison, Canada. 

George Wills Blomfield, Leeds. 

David Robinson Cairns, London. 

William David Alistair Callam, Edinburgh. 
Douglas George Wilson Clyne, London. 
Molly Constance Devenish-Meares, Sydney. 
Donald Stewart Greig, London. 

Thomas Neville Hart, Bolton. 

William Hawksworth, New Zealand. 
William Morton Lemmon, Melbourne. 
George Gordon Lennon, Birmingham. 
Frank Haighton Lord, Melbourne. 

Ruvin Lyons, Canada. 

Thomas Alastair MacFarland, New Zealand. 
David Matthew Watson Maxwell, Windsor. 
Shivaprasanna Misra, Calcutta. 

Denis Valentine Morris, Galway. 

Russell Ian Ritchie, New Zealand. 

Thomas Frederick Rose, Sydney. 

Everell Mary Shippam, London. 

Richard de Soldenhoff, Indian Medical Service. 
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Geoffrey Benion Thomas, Indian Medical Service. 
Sydney Lance Townsend, Melbourne. 

John Dickie Watt, Romford. 

Ella Windeyer, Sydney. 


Dr. Grace Johnston Cuthbert, Sydney, was elected to the 
Membership of the College. 

Mr. J. P. Hedley assumed the office of Honorary Treasurer in 
place of Mr. Eardley Holland. 

The examinations for the M.R.C.O.G. and the D.R.C.O.G. 
will continue to be held, and the activities of the College are 
being maintained. 





D.R.C.O.G., OCTOBER 1939. 
The following have been awarded the Diploma of the College : 


Carter, John Joseph, Co. Down, Northern Ireland. 
Chitty, Penuel Mary Elma, London. 

Bender, Solomon, Liverpool. 

Dhurandhar, Jayabala Vinayak, Bombay. 
Dingle, Phillis, Liverpool. 

Evans, Kenneth William, Liverpool. 

Gilford, Walter William, Reading. 

Gillies, Gordon, Burton-on-Trent. 

Heng, William, Hong Kong. 

James, John Richard Edwin, Carmarthen. 
Jameson, James Edward, Moreton-in-Marsh. 
Khadilkar, Vinayak Naravan, Bombay. 
Lawson, Oliver Prescott Dewar, Bellshill. 
Madden, Stephen, Leeds. 

McKiddie, John Macdonald, Aberdeen. 
MacRae, Kenneth Sinclair Elphinstone, Liverpool. 
Miller, Mabel Gwendoline, Manchester. 
Robertson, Anne Chalmers, London. 

Rose, Isaac, Barnsley. 

Shah, Kantlal Chandulal, Bombay. 

Simons, Philip Neville, Sydney. 

Thomas, Ivor Elwyn Joseph, London. 
Williams, Rhys Meyrick, London. 

Webster, John William England, Aberdeen. 
Wood, Louis Arthur Charrington, Penshurst. 
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REPORT OF THE DIRECTOR-GENERAL OF HEALTH, 
NEW ZEALAND, FOR THE YEAR ENDING 31st MARCH, 19309. 
(Wellington: E. V. Paul, Governinent Printer.) 


We are pleased to receive and notice this comprehensive document cover- 
ing public, industrial, and school hygiene, hospital provision, nursing and 
infant and maternal welfare. These headings in themselves will suffice to 
show that medical practice in the Dominion is following the same sociological 
trend that has characterized it in the homeland. The last mentioned are, 
however, the only ones calling for detailed consideration in our pages, and 
they have a particular claim to our close attention because they come from 
the land of Sir F. Truby King with its distinction of a low infantile mortality 
(usually between 31 and 32 per 1000 live births), probably the lowest in the 
world. The Dominion was provided with a highly efficient health service 
in the early years of this century by that great statesman, the Right Hon. 
R. J. Seddon. The registration of nurses was enacted (1901) many years 
before anything of the kind was instituted in Britain, and the Midwives Act 
(1904) came into force within two years of the corresponding Act for England 
and Wales. Moreover the logical corollary to the registration of midwives— 
adequate provision for clinical training preparatory to examination and en- 
rolment—followed, and seven State maternity hospitals (St Helens Hospitals) 
providing 85 beds, were established in certain centres; later the seven were 
reduced to four by transference of three to district hospital boards and are 
now situated in Auckland, Wellington, Christchurch, and Invercargill. In 
addition, 84 public hospitals furnish 524 beds, while 189 private maternity 
hospitals add 978 beds, making a total of 1,587 beds. The largest hospital 
(St. Helens, Auckland), has 32 beds, while 82 of the private hospitals have 
four beds or less. The system of attendance on the public hospitals includes 
the services of obstetricians and midwives. A detailed account is given of 
the work in St. Helens Hospitals, and in some respects their results are 
contrasted with those of the maternity service generally. Thus the propor- 
tion of primiparous births was 29.5 as compared with a general rate of 39.5 
per cent. The stillbirth and neonatal death-rate was 3.6 per cent as against 
4.8 for the whole country: forceps-rate, 4.9 against 10 per cent for all 
maternity hospitals. Five deaths occurred in 1,881 deliveries. 

Special investigations into obstetrical problems and other useful research 
is conducted in these hospitals. In 1937 the treatment of toxaemias by 
progesterone was studied, and during the year under review each hospital has 
been investigating the best means of relieving the pains of labour. The con- 
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clusion is summed up thus: ‘‘The general opinion of the nursing staff is t! 
the patient gets much more relief (by Junker) than through the Murphy 
inhaler’’; and, again: ‘‘With the Junker apparatus the sister has to watch the 
patient more closely if the nurse is using it, as there is a possibility of giv’ 7 
the patient more than is required.’’ Physical exercises on the Margaret 
Morris principle have been tried in two hospitals, with great satisfactio1. . 
both medical superintendents. One of them reported that the forceps-rate 
for 200 women attending the classes was 1.5 per cent as against 4.4 for oth: 
patients. " 

Enough has been noted to indicate the useful information to be four 
in this report. It will be sent to the Librarian of the Royal College of Obst 
ricians and Gynaecologists, and is well worth consultation by those interested 
in maternity work in general and particularly by those interested also it 
that of our colleagues overseas. 

John S. Fairbairn. 





THE PRINCESS MARY MATERNITY HOSPITAL, 
NEWCASTLE-ON-TYNE. 


MEDIcAL REPORT FOR THE YEAR 1937. 


TuIs report is splendidly prepared, and gives a clear account of the good 
work of this institution. 

Of the 3,304 patients attended by the hospital during the year, 807 were 
attended in their own homes. One district mother died, giving a mortality 
rate of 0.12 per cent: she died during pregnancy of spontaneous rupture of 
the uterus. The maternal mortality of all booked cases was 0.38 per cent. 

The hospital provides an obstetric emergency service, which attended 
to 21 calls in 1937. These included calls to cases of retained placenta with 
postpartum haemorrhage, antepartum haemorrhage with placenta praevia, 
failure to deliver by the forceps, incomplete abortion, and one case of 
pulmonary embolus. In every case the treatment was successful and the 
mother recovered. The report adds: ‘‘ It is the certain conviction of those 
taking part in the service that some of the patients would not have sur- 
vived had not prompt restorative treatment been applied in the patient’s 
house ’’. 

The author notes an extraordinary increase in the number of patients 
admitted suffering from albuminuria, most of them showing well marked 
degrees of toxaemia. 

Finally, among the cases of interest, there is one of a live mother, and her 
baby weighing 5 pounds 4 ounces from an extra-uterine gestation; this case 
has been reported in the British Medical Journal. 

Barton Gilbert. 
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CITY OF LONDON MATERNITY HOSPITAL. 
REGISTRAR’S REPORT, 1937. 


.4HIs report is compiled in the usual tabular manner adopted by maternity 
uospitals and the maternity departments of general hospitals. A brief résumé 
ow ‘the vital statistics is: Total deliveries, 1,701 (booked 1,515, emergency 186); 
: babies born 1,534; maternal deaths 3 (2 booked, 1 emergency); still-births 85. 
+5. The maternal mortality is exceptionally low, namely 0.13 per cent for 
booked cases and 0.52 per cent for emergencies. This hospital usually has 
fy» very low mortality rate compared with other institutions, but in 1937 it 
rxcelled itself. Barton Gilbert. 


THE ROTUNDA HOSPITAL, DUBLIN. 
REPORT FOR THE YEAR Ist NOVEMBER, 1937, TO 31st OCTOBER, 1938. 


iHIs year the number of patients confined in the hospital did not quite reach 
the previous year’s record figure, but this report shows that there has been 
an increase of 2,118 in the attendances at the pre-natal clinic. In consequence 
70 per cent of patients delivered in hospital had been seen in the pre-natal 
department, as compared with 57 per cent in 1936-37. 

Dr. Davidson reports that 250 Wassermann tests were taken in the year. 
The view that every antenatal patient should have a routine blood test does 
not evidently find favour in Dublin. 

In connexion with an inquiry into the dietary of 50 pre-natal patients, 
it was found that after essential deductions had been made, there remained 
3S. per person per week for food. As the cost of living in Dublin is compara- 
tively high, these women had a hopelessly inadequate diet. Strictly speak- 
ing, this subject is not obstetrics, but it is a subject which calls for serious 
consideration by obstetricians. 

It is clear from this report that the excellence of the work carried out 
in the hospital and on the district does not merit any destructive criticism. 
Some interesting points appear, however. In the treatment of retained pla- 
centa, intracordial saline failed 9 times out of 10. Manual removal of the 
placenta was carried out in 12 cases out of a total of 17. Again, contrary to 
the usual London practice, frequent blood transfusions were used, as well as 
prontosil, in the treatment of haemolytic streptococcal infections, but there 
does not seem to have been any attempt made to group the causative 
organism. 

An appendix to the report includes a note on the increase in the work of 
the paediatric department, and a plea by Dr. Collis for more energetic treat- 
ment of icterus gravis neonatorum. By repeated transfusion and injection 
of liver extract the last 4 cases treated recovered and did not show any 
nervous sequelae. In one case the mother had lost 3 out of 5 previous babies, 
and 1 of the surviving 2 showed lenticular degeneration and mental deficiency. 

Barton Gilbert. 
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THE NOWROSJEE WADIA MATERNITY HOSPITAL, BOMBAY. 
SIXTEENTH ANNUAL REPORT: 1938. 


HERE we have a neat publication of §5 pages beautifully prepared by The 
Times of India Press. Turning the first page reveals a picture of the hospital, 
which is spacious and of modern design. Some idea of the work carried out 
in this institution can be formed from the contents of the first few pages; for 
example, in the year under review there were 5,163 births, and the number 
of cases warded for complications of pregnancy and treatment was 1,817. 

A hospital providing such a large number of maternity cases would natur- 
ally be a utopia for students, and we are not surprised to read that during 
the year 78 final students from the Seth Gordhandas Sunderdas Medical Col- 
lege conducted 1,560 cases, 81 students from the Grant Medical College con- 
ducted 910, and 27 students from the Medical School, Hyderabad, Sind, 
conducted a further 162. 

Nine graduates were also appointed resident accoucheurs for the purpose 
of the M.D. degree of the University of Bombay. 

The hospital has also been recognized by the Royal College of Obstetricians 
and Gynaecologists for training candidates for M.R.C.O.G. and D.R.C.O.G. 

The principal medical officer in his report comments on the fact that the 
hospital had been working at full pressure for the last 3 or 4 years and that 
it has been necessary to state that none but registered patients shall be ad- 
mitted to the hospital for confinement. Visualizing the enormous number of 
cases with which he deals we feel that we would like to extend our sympathy 
to him. In this large hospital only 18 beds are available to accommodate 
waiting and antenatal cases, and the view expressed by the medical officer 
that far greater prominence to the preventive side of obstetric medicine should 
be stressed, should be considered seriously by the Board of Management of 
the hospital, since the application of these preventive principles has borne 
such excellent fruit in other countries. 

The records of this report are presented in a manner much the same as 
that employed in these islands. The tabular form is used throughout, render- 
ing statistical comparison quite easy, except for the fact that, if one is really 
interested to know the stillbirth-rate, the neonatal death-rate, and the mor- 
tality rate, it is necessary to take pencil and paper and summon one’s mathe- 
matical ability in order to obtain the desired figures. Having done this we 
realize that the stillbirth-rate is about 65 per 1000 and that the maternal death- 
rate is in the vicinity of 20 per 1000. Eliminating patients who were admitted 
moribund and died within a few hours, the maternal mortality rate is reduced 
to about 12 per 1000. 

Among constructive criticism, a few more mathematical details at the 
heading of each table would be a great improvement; for example, under the 
heading of delivery by the forceps, it would be appropriate to insert the rate 
as a percentage, and the same argument holds for Caesarean section, multiple 
pregnancy, and soon. The records of toxaemia of pregnancy are incomplete; 
the only references to it are 22 cases of eclampsia and 60 of accidental haemor- 
rhage, 59 of which had evidence of toxaemia. The maternal mortality from 
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eclampsia was 40 per cent, and the foetal and neonatal mortality was 70 per 
cent. Conservative treatment was practised along the lines advocated by 
Stroganoff in all cases. 

It seems a pity when we realize the wealth of material which is presented 
to this hospital that not more is made of it from the statistical point of view, 
and we hope that the next report will give us at a glance the incidence of 
any obstetrical abnormality in the practice of this great hospital. 


Barton Gilbert. 


UNIVERSITY OF OTAGO, NEW ZEALAND. 
DEPARTMENT OF OBSTETRICS AND GYNAECOLOGY. 


Third Report of 1,000 consecutive deliveries and the concurrent work of the 
Gynaecological Section. Dunedin, 1938. 


TuHIs is the third report which completes the analysis of 3,000 consecutive 
deliveries for which the Department and its students have been responsible. 
The following is a brief résumé of the results: Total deliveries, 3,000 (booked 
2,785, emergency 215); maternal deaths 7 (booked 4, emergency 3); mortality 
of booked patients, 1.4 per 1,000; mortality of emergency patients, 14.0 per 
1,000; still-births 12; neonatal deaths 4; forceps rate 8.6 per cent; Caesarean 
section 1.8 per cent. 

The general trend of these figures is like that of most of the teaching 
institutions in this country, but New Zealand certainly deserves a special] 
word of praise for its very low maternal mortality and stillbirth-rate. 

Since January, 1938, the work has been carried on in the Queen Mary 
Hospital, Dunedin; this is modern, fully equipped, and provided with resi- 
dential accommodation for students. The students work in teams of 6, are 
resident for a sufficient time for each to deliver 4 patients and to witness 
the delivery of 20 in addition. After this preliminary training, each student 
must personally deliver a further 16 patients, thus making a quota of 20 
patients witnessed and 20 delivered. 

The antenatal section of this report contains a note conceraing an observa- 
tion on the position of the foetus. It is pointed out that in 10 per cent of 
antenatal cases the position of the foetus did not conform to any of the four 
classical positions, but is intermediate between the anterior and posterior 
positions, to which the designation lateral is given. Attention was drawn to 
this many years ago by some obstetric authorities in America, who confirmed 
their clinical observations by a radiological study. There are some who be- 
lieve that knowledge travels in the direction of the rising sun, and from this 
is would naturally follow that this knowledge would reach the rocky shores 
of New Zealand with the dew of evening. 

We notice, too, that life in the southern hemisphere produces etymo- 
logical changes in the English language. One heading, in letters large enough 
for the headline of a newspaper, reveals to us all the mysteries of ‘‘ breach 
presentation ’’. However, there does not appear to have been a breach of 
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technique, since the obstetricians dealt successfully with all of them by exter- 
nal version. 

The toxaemia records are well presented, but it is not clear to the reader 
whether the column headed ‘‘ duration of pregnancy, weeks’’ refers to the 
time when the patient was admitted to hospital, or to the time of onset of 
the toxaemic symptoms. Of 5 cases of eclampsia 3 were treated by Caesarean 
section: all the latter made uninterrupted recoveries. The purely conser- 
vative methods of treatment do not appear to be in favour. 

Caesarean section was performed 1g times; 10 of these were classical opera- 
tions and 9 were lower segment operations. 

The report also contains a record of the work of the gynaecological depart- 
ment. The total number of cases admitted was 1,033; 214 were treated con- 
servatively, 268 abdominal operations were performed, and 542 patients had 
operations performed by the vaginal route. 

This is a most thorough and excellent report. 

Barton Gilbert. 


GOVERNMENT HOSPITAL FOR WOMEN AND CHILDREN, 
EGMORE, MADRAS. 


REPORT FOR THE YEAR 1936. 


THIs report is interesting if only as an example of how best to confuse the 
issue. Clarity is the very essence of such a report, but in this case the reader 
is obliged to strive hard to elucidate the minimum of reason from a mass of 
obscure verbiage. 

During the year some 4,000 patients were delivered, giving a gross maternal 
mortality for the hospital of 13.5 per 1,000. Actually this figure compares 
favourably with the average maternal mortality for the tropics, which Green 
Armytage gives as 4 per cent. 

Nearly half the report deals fully with 54 maternal deaths, and many of 
these make, to say the least of it, strange reading. The term ‘‘ complex ’”’ 
appears on some 21 occasions, and we find such terms as complex eclampsia, 
complex albuminuria, complex valvular disease, complex anaemia, complex 
cystocele and hypertrophy of cervix, complex accidental haemorrhage, com- 
plex twins, complex placenta praevia, and complex pyrexia. After careful 
examination of the case-histories the meaning of the term still appears doubt- 
ful to the Occidental mind. 

Several cases merit analysis in greater detail, particularly one which is 
described as a ‘‘ transverse presentation ’’: presumably shoulder presentation 
was intended. Apparently an arm had prolapsed and had been amputated 
before admission to hospital. Although there had already been considerable 
interference, an attempt does not seem to have been made to facilitate delivery 
by decapitation. We are merely told that with the patient under deep chloro- 
form anaesthesia the hand could not be passed to grasp a foot due to a con- 
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traction ring. Caesarean section was therefore decided upon, the classical 
operation was performed with Portes’s exteriorization. 

Under the heading of infant mortality we read that 3,705 children were 
born, 257 of these were still-born, and 178 died. Syphilis does not appear to 
have any connexion with still-births which occur in India, in spite of the 
recorded fact that 75 of this number were born in a macerated state. Another 
interesting cause of still-birth is one with the following title: ‘‘ Difficult 
delivery (with apparent obstacles to expulsion of foetus).’’ Elements of 
doubt are encountered so frequently in this report that one is often tempted 
to believe that one is reading the report of a metaphysical society rather than 
a publication of the Government of Madras. 

We are, nevertheless, gratified to note that during 1936 there were 3,050 
normal deliveries. Of these we now find that no fewer than 515 were com- 
plicated. Syphilis appears once, gonorrhoea four times, and ‘‘ ulcer vulva ’’ 
twice. The latter has one virtue in that it allows considerable scope for the 
imagination. The venereal diseases would seem to be rareties in the continent 
of India, and the student must consequently have little opportunity to observe 
the clinical features of these conditions. 

This report, which is a booklet of some 58 pages, contains an enormous 
amount of material and indicates the expenditure of considerable labour in its 
preparation. The substance is not presented in the manner customary among 
maternity hospitals in this country; i.e. in detailed tabular form, and it 
thereby loses considerably in accuracy and in clarity of presentation. 

Barton Gilbert. 


THE WOMEN’S HOSPITAL, SYDNEY. 


Medical and Clinical Report for the twelve months from ist July, 1937, 
to 30th June, 1938. Compiled by John Chesterman, 
Hon. Medical Registrar. 


I miGut have found difficulty to place this report as an Australian production 
had it not been for its bright orange cover so beautifully inscribed. Passing 
the glamorous cover and the usual preamble to such a report, the eye encoun- 
ters the heading ‘‘ maternal mortality ’’; fortunately these are few, and the 
reading is not so depressing as one might imagine. Nevertheless one feels 
that this section would be more appropriately placed at the end of the obstetric 
section. s 

As we have already mentioned this subject we might proceed further to 
investigate what Sydney had done to tackle this problem. Of 2,627 booked 
cases 7 mothers died: 2.7 per 1000; and of 252 emergency admissions 8 died: 
27 per 1,000. The death-rate among the booked patients is low. During the 
last 7 years 16,779 booked patients have been delivered in the hospital, the 
mortality rate for this large number being 2.264 per 1,000; this is a most 
creditable performance. 
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From the long list of diseases associated with pregnancy it is necessary 
to assume that this hospital has a large number of beds which may be used 
for the treatment of these conditions during the antenatal period. Under 
the heading of ‘‘Those who remained in hospital and were delivered before 
being discharged’’ we find one patient who is reported to have a “‘haemo- 
lytic cervix ’’. This is strange terminology, and lends itself to interpretation 
in several ways. 

Next we come to a table giving the ages of the patients delivered in the 
hospital; the youngest is a girl of 13 years, but girls of 14, 15, 16, 17, and 18 
years compose a large proportion of the whole. Perhaps this is the effect of 
the sun on Sydney’s famous Bondi beach. 

This section is followed by the usual tables, which have been prepared 
with typical Australian thoroughness. Although most of the important data 
are expressed as percentages, a few of lesser importance but, nevertheless, of 
some interest have not been calculated: this pleasure has obviously been left 
for those who are really interested in the subject. We have, for instance, a 
long list of occipito-posterior positions, and it would be interesting to note 
the percentage which rotate and are delivered spontaneously; the percentage 
which become arrested transversely, and the percentage which require instru- 
mental assistance. Again, the stillbirth-rate for breech delivery is given as a 
compound figure: that is, it is not given separately for the primiparae and 
multiparae and for booked and emergency cases. The compound figure is of 
very little use. 

This criticism with regard to the calculation of percentages holds true only 
when the number of cases is sufficiently large. It is obviously illogical to 
calculate percentages from a series of 5 or 6 cases; nevertheless, we find this 
done year after year in medical reports, in all probability because the man who 
had compiled the report before had done so. In this particular report we find 
a group of 6 cases in which the baby presented by the breech in the presence 
of some other obstetric abnormality: one of these mothers died, and we 
find the maternal mortality neatly calculated as 16.6 per cent; 5 babies died 
or were still-born, and the mortality rate for these is calculated too. These 
figures are, of course, valueless, and indicate so much wasted labour. Under 
such a table as this words such as the following should appear: ‘‘ Cases too 
few to give any figures of scientific value ’’. 

There is a long list of complications which occurred during the puerperium; 
we are familiar with most of them, but we feel ashamed to confess our ignor- 
ance of one. This is a disease the name of which reminds us of a hardy 
perennial often found in gardens. In Sydney it is spelled hordelium; in Eng- 
land we believe the condition is spelled hordeolum. 

In connexion with the gynaecological department, 450 patients were ad- 
mitted for surgical treatment; four deaths took place, one from a malignant 
tumour, one from an ectopic pregnancy, a third from diverticulitis, and the 
fourth from bilateral tubo-ovarian abscesses. 

Barton Gilbert. 
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RICHARD MURRAY HOSPITAL, DURHAM 
SIXTEENTH ANNUAL REPORT: 1938. 


THIs is a small report, containing contributions from the various departments 
of the hospital, including a statement of receipts and payments. So far as 
this journal is concerned the reports of the consulting surgeon, the massage 
department, the throat, nose and ear departments do not concern us. 

In the course of the year the obstetrical department delivered 200 patients 
(175 booked, 25 emergency). Caesarean section was performed on 8 occasions, 
instrumental delivery 7 times, manual removal of the placenta once, bipolar 
version 3 times, and internal version once. There were two maternal deaths, 
one from pulmonary embolism and one form retained placenta with the 
accompanying collapse. 

Still-births numbered 8 and neonatal deaths 7. Further details are not 
provided concerning these, probably because of the general nature of this 
report. 

The gynaecological department admitted 85 patients. No deaths took 
place in this group. 

This is a small report of a small hospital, and we feel that the medical staff 
have done well in publishing their results. 

Barton Gilbert. 
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*“ The Abnormal in Obstetrics,’’ by SiR CoMyNs BERKELEY, M.A., M.C., M.D., 
F.R.C.P., F.R.C.S., M.M.S.A., F.R.C.0O.G. ; Victor Bonney, M.S., 
M.D., B.Sc., F.R.C.S., M.R.C.P. ; and Douglas MacLeod, M.S., M.B., 
F.R.C.S., F.R.C.P., M.R.C.0O.G. London: Edward Arnold & Co., 
1938; 525 pp. Price, 18s. 


THE authors have prepared this handbook for the convenience of candi- 
dates for postgraduate qualifications in obstetrics and those in whose work 
clinical obstetrics plays an important part, perhaps as consultants to a local 
authority. Readers are presumed to be familiar with the more formal presen- 
tation of the subject as contained in standard textbooks. The volume pre- 
sents a comprehensive review of recent additions to obstetric knowledge, the 
practical application of these new facts, and, in general, an epitome of what 
the authors regard as the standard methods of dealing with the abnormalities 
which may be met with in practice. It would be difficult to mention any 
complication of pregnancy, labour, or the puerperium, ranging through 
tropical diseases and obscure gastro-intestinal lesions to the more rare patho- 
logical conditions in the newborn, which does not receive at least a brief 
description. The concluding pages contain an excellent and most accurate 
bibliography, affording easy access, chapter by chapter, to special articles or 
communications, the substance of which has been quoted in the text. 

Those conditions which have come within the very wide clinical experi- 
ence of the authors are dealt with in a much more discursive way than those 
in which they have accepted and summarized the views of other workers. 
The early chapters deal with such subjects as sterility, the duration of preg- 
nancy, its premature termination, and the sex hormones. The most disturb- 
ing reference in this section is to Bossi’s dilator as an instrument which may be 
used for the rapid emptying of the uterus in a case of intra-uterine death. 
Such a mutilating instrument shquld surely be left in the collection of old 
instruments, where it reposes in most teaching hospitals. Should the vaginal 
route be chosen when surgical interference becomes necessary, hysterotomy 
is a much more precise operation. Throughout the volume there are occa- 
sional references to ‘‘vaginal Caesarean section’: in the early months the 
term vaginal hysterotomy appears preferable, and in thelater months it 
is difficult to justify the trauma, almost inevitably associated with the extrac- 
tion of a fairly large foetus through the vagina even after incision of the 
cervix and lower portion of the uterus, when the abdominal route is so much 
simpler and safer. 
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The review of the toxaemias of pregnancy is very satisfactory; the preven- 
tion not only of toxaemia but also of the adverse late effects of established 
toxaemia receives adequate attention. In the treatment of eclampsia, the 
inclusion of an actual schedule of treatment with morphia and chloral, or with 
morphia and magnesium sulphate as recommended in the recent publications 
of Stroganoff, would have been helpful. In cardiac lesions complicated by 
pregnancy the danger of operative interference during acute decompensation 
is rightly emphasized. Caesarean section is perhaps too freely recommended 
for cardiac cases. Many of those patients have very easy labours, and the 
opportunity for sterilization does not justify the greater risk of delivery by 
a major operation. Sterilization can be carried out more safely late in the 
puerperium. 

The authors refer to the very serious prognosis when acute respiratory 
diseases complicate pregnancy, especially in the later months. In cases of 
lobar pneumonia, interference except by a low forceps operation is seldom 
necessary. Sedatives should surely be recommended rather than the sug- 
gested forced dilatation of the cervix by any instrument. The importance of 
retinal and other ocular lesions in the toxaemias of pregnancy is well described. 
Jaundice, glycosuria, and lesions of the endocrine glands are also adequately 
dealt with. The frequency of pruritus vulvae as a symptom in diabetics is 
not mentioned in this section. The chapter on Disorders of the Stomach and 
Intestines contains a series of most interesting illustrative cases. In many 
of the intestinal lesions an exact pre-operative diagnosis is impossible. In 
the description of anuria, which occurs most frequently early in the puer- 
perium in cases of accidental haemorrhage, the reader is well advised regard- 
ing the deceptive appearance of well-being at that stage of the disease when 
accurate diagnosis and immediate treatment are most necessary. 

The chapter on Diseases of the Nervous System is followed by a most valu- 
able contribution regarding Mental Disease in association with Child-bearing, 
written by Sir Hubert Bond, Senior Commissioner of the Control Board of 
Lunacy and Mental Health. This distinguished author shows that there is 
no special type of mental disease associated with pregnancy, labour, and the 
puerperium, and that the frequency of confusional psychosis, especially in 
the puerperium, is due to septic intoxication and sometimes exhaustion. This 
type has fortunately the most favourable prognosis. The chapter on Specific 
Affections not only deals with the common types found in this country, but 
also gives short, yet adequate descriptions of practically every form of para- 
sitic or deficiency disease known to be associated with pregnancy. 

In the operative treatment of inversion of the uterus by the abdominal 
route, the suggested use of volsellum forceps to pull the fundus upwards by 
a succession of grips, is likely to lead to serious mutilation of the peritoneal 
surface, as the tissues in such cases may be very friable. The treatment 
recommended when fibroid or ovarian tumours complicate pregnancy is very 
sound: fibroids should be treated most conservatively, and ovarian tumours 
removed whenever the conditions are favourable. When the presence of 
fibroids in the pelvis renders Caesarean section necessary, very satisfactory 
results may be obtained by leaving the relatively inaccessible fibroid to be 
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dealt with much more easily at a later abdominal operation, performed when 
involution is complete. The term “‘puerpery’”’ is frequently used through- 
out the volume, but it is a poor substitute for the standard term, especially 
in referring to pregnancy, labour, and the puerperium. 

In the description of rupture of the uterus in cases of labour obstructed at 
the pelvic brim, the seat of the rupture is described as the lower posterior 
uterine wall: while a marked projection of the sacral promontory may lead 
to pressure necrosis of the lower posterior wall going on to actual perforation 
during the puerperium, the more common type of rupture, especially in cases 
of flat pelvis, appears to be transversely across the lower anterior wall. The 
importance of the situation of the placenta in determining the extent of intra- 
peritoneal haemorrhage in rupture through an old Caesarean section scar, was 
worthy of mention. 

Many abnormal labours are due to irregularities in the activity of the 
musculature of the uterus, and this subject is thoroughly discussed. The 
division of those irregularities into two classes, depending on whether the 
membranes are intact or ruptured, is rather artificial. The integrity of the 
membranes has been shown clinically to have little effect on the progress of 
labour. Later in the volume the authors express some apprehension regarding 
the re-introduction of puncture of the membranes as a method of inducing 
premature labour, but’ evidence continues to accumulate showing that this 
is a relatively efficient and safe method. In the description of the part played 
by the cervix in the normal activity of the uterus during labour it is not 
quite accurate to suggest that the body of the uterus is incited to contract 
by dilatation of the cervix: the physiological efficiency of the musculature 
during labour depends on the fact that with the contraction of the muscle of 
the body, there should be an almost simultaneous relaxation of the muscular 
tissue within the cervix. 

One chapter is devoted to malpositions and malpresentation. Occipito- 
posterior positions account for most of the abnormalities in labour in private 
practice, and it may be said that the doctor who can deal confidently and 
efficiently with this abnormality will have few difficulties left. This subject 
might have received a slightly fuller discussion. In the description of face 
presentations, it was well to emphasize that most of those cases terminate 
spontaneously. In the antenatal care of cases of breech presentations the 
reader is advised that external version is impossible if the legs are extended, 
but if the diagnosis and treatment are carried out sufficiently early version is 
very often successful. It is very disturbing to have the blunt-hook, and even 
the fillet, recommended for the extraction of an impacted breech: the result- 
ing trauma may be very severe. It would have been better to recommend a 
deep episiotomy and so remove the shelf which makes the last part of the 
pelvic curve so difficult to negotiate. 

In discussing the haemorrhages of pregnancy the authors emphasize the 
value of blood replacement by transfusion. In the case of accidental haemor- 
rhage it is advised that blood transfusion be deferred until the uterus is 
empty: actual experience has shown that when the haemorrhage has been 
copious immediate blood transfusion is of the greatest value, and that this 
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should or may be supplemented by a second transfusion at the end of the 
labour. The authors advise, very wisely, that in cases of suspected placenta 
praevia a vaginal examination should not be made until the examiner has 
everything ready to carry out whatever obstetrical interference may be neces- 
sary. The necessity for or advisability of packing the vagina even with 
gauze soaked in antiseptic when the uterus has been emptied in cases of mis- 
carriage may be questioned: what useful purpose can such packing serve? 
In the treatment of both accidental haemorrhage and placenta praevia, 
vaginal packing is rightly condemned as both ineffective and dangerous. 

The chapter on Puerperal Sepsis gives an admirable survey of recent work 
on this subject. The advisability of securing immediate institutional treat- 
ment for such patients is stressed, and attention is drawn to the possibility 
of a claim for compensation should a second patient develop puerperal sepsis 
during a doctor’s attendance on a patient suffering from this complication. It 
was perhaps unnecessary to give such complete descriptions of major opera- 
tions for the treatment of puerperal sepsis, such as ligation of the ovarian 
veins, when the field for such operations is so limited and the results so poor. 

The chapters on ectopic pregnancy and abnormalities of the placenta, 
membranes and cord, seem to have lost their proper place in the volume— 
they follow the description of puerperal sepsis. Three very compact and useful 
chapters give a complete survey of diseases of the breasts, diseases of the new- 
born, and injuries and deformities of the new-born. The reader is not likely 
to meet with any problem in those departments which has not received 
some notice in the text. 

A very helpful description is given by two members of the staff of 
the Middlesex Hospital of the indication for and the detailed technique of 
the administration of blood and other fluids by non-oral routes. The only 
six illustrations in the volume give clear diagrams of the types of apparatus 
recommended and their actual use. The final chapter reviews Analgesia and 
Anaesthesia in Obstetrics. Chloroform is recommended for its proper purpose, 
and the dangers of this drug are pointed out: it is most harmful when it is 
administered to a patient whose liver has already been depleted of its glyco- 
gen reserve during a protracted labour in which the nutrition of the patient 
has been neglected. 

The authors are to be congratulated on having produced an excellent hand- 
book; there could be no more complete or convenient volume for immediate 
reference. The publishers and the printers have given the material an 
admirable setting. The points criticized by the reviewer are chiefly those 
in which there are inevitable variations in experience and opinion among even 
experienced clinicians. In a second edition, which will be required at an early 
date, may we hope that the authors will make the Introduction less aggres- 
sively surgical in outlook. We do not like to have labour regarded as a 
surgical operation: it is, after all, only the physiological evacuation of a 
viscus. 

John Hendry. 
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GYNAECOLOGY, by Herbert Schlink, Lecturer and Examiner in Gynaecology, 
University of Sydney; Senior Gynaecological Surgeon, Royal Prince 
Alfred Hospital, Sydney. Angus & Robertson, Ltd., 23s. 6d. 


THIs new book comprehends the subjects of the lectures and demonstra- 
tions given by the author to his students during the sixth year of their 
curriculum. It begins with a page of wise advice to those approaching the 
subject and passes on to a consideration of the anatomy and physiology of 
the female reproductive organs. These chapters, well and concisely written, 
give the student all he requires to know of those subjects. The functional 
disorders are then dealt with, abnormal bleeding from the genital tract, dis- 
orders of menstruation, and sterility, each subject being treated in the same 
clear style enforced by some admirable pictures and tables. 

Chapter IV is concerned with gynaecological symptoms. The reader is 
wisely warned never to label as neurotic a pain for which on superficial exami- 
nation a cause cannot be found. The author then passes on to discuss the 
specific infections, their avenues of entrance and spread, after which the 
localized inflammations come under consideration. It is stated that leuko- 
plakia may pass into kraurosis. This is not the view commonly held, for 
the two diseases are generally regarded as quite separate, the former being 
frankly inflammatory in nature and the latter largely an atrophic process 
related to the loss of the endocrine activity of the ovary. 

Chronic cervicitis is said to be mainly the result of gonorrhoeal infection. 
In this country it is certainly not so, the large majority of erosions being due 
either to puerperal or accidental infection by mild non-venereal organisms. 

The pathology of chronic metritis is discussed. The subject is a thorny 
one, but the author, while allowing that the ‘‘ myopathic’’ uterus rarely 
presents on microscopical examination the definite signs of chronic inflam- 
mation, believes that the condition is primarily inflammatory. He considers 
that all first attacks of salpingitis should be treated palliatively, and that an 
abdominal operation is rarely necessary, and favours vaginal evacuation 
when pus is in the pouch of Douglas. 

Chapter VII deals with extra-uterine pregnancy and abortion, and chapter 
VIII with injuries and displacements of the genital organs. It may be de- 
murred that cystocele, rectocele, and prolapse of the uterus are sharply 
demarcated from one another instead of being regarded siriply as different 
ways in which an ill-supported vagina tends to turn inside out. 

The section on tumours and new growths is good, and the different varieties 
of fibroids are nicely illustrated. The author thinks that the clear indica- 
tions for myomectomy are few, and states that its performance is followed by 
a stormy convalescence and that in his experience few pregnancies have fol- 
lowed it. This is not the experience of those in this country who have per- 
formed the operation a great many times, and it is to be hoped that the 
author, on further trial of an operation which he admits embodies a higher 
ideal than hysterectomy, will have reason to teach differently, for otherwise 
a number of young women will every year be condemned to lose the uterus 
needlessly. The method of hysterectomy that he advocates is subtotal com- 
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bined with endocervical enucleation by means of the ingenious instrument 
invented by him. This operation combines the simplicity of the subtotal 
operation with the completeness of the total operation, yet without the risks 
to the bladder and ureters that the latter procedure involves. 

The section on endometriosis is clear and to the point, but the surgical 
treatment advised strikes one as unnecessarily drastic. As the condition most 
often occurs in relatively young women, conservation of the unaffected por- 
tion of the ovarian tissue is desirable. Ovarian cysts are well described, and 
there are some excellent micro-photographs. 

The next chapter deals with malignant growths, and in connexion with 
carcinoma of the vulva it is stated that the condition may be superposed on 
a previous gonorrhoeal wart. This must be exceedingly rare, if indeed it 
ever occurs. Cancer of the cervix is fully considered. The use of the colpo- 
scope is described as an aid to diagnosis, and the importance of thorough 
examination is vigorously insisted on. There are good sections on prophylaxis 
and diagnosis, and treatment is then embarked upon. Out of 103 cases, 
half treated by Wertheim’s operation preceded by radium and half by radia- 
tion alone, the author had 33 five-year survivals. Of those operated on only 
21.3 per cent had glandular involvement which suggests that patients present 
themselves earlier in Australia than in England, for the rate here is 40 per 
cent. 

Carcinoma of the corpus, sarcoma, and chorio-epithelioma are then dealt 
with, and after that malignant growth of the ovary and Fallopian tubes. 

The next chapter, which is concerned with the examination of the patient, 
case taking, and the social and ethical aspects of gynaecological practice, 
contains much valuable teaching, and the author’s remarks at the close of the 
section on contraception are worthy of quotation: ‘‘. . . those who wish to 
limit their family for economic or other reasons . . . I am of opinion that 
mankind would be happier and healthier if Nature were allowed to decide 
these issues. . . . We should do far better to aim at the improvement of the 
strenuous economic conditions that force the overworked and anxious mothers 
to seek advice on this subject.’’ These are wise words, and the wiser as they 
are primarily addressed to the medical men of a country whose crying need 
is a larger population. 

The next chapter is devoted to operative gynaecology, and the operations 
are excellently described and well illustrated. The author denounces ventral 
fixation so wholeheartedly that it is clear he has scanty experience of the 
properly performed operation. 

The final chapter deals briefly and clearly with post-operative complica- 
tions. 

Though the reviewer does not agree with all of the teaching contained 
in this book, he has no hesitation in pronouncing it a very good one. It is 
admirably illustrated, concisely and clearly written, and reads like a series 
of lectures delivered by a teacher who, knowing his own mind, infuses into 
his teaching that tone of vigorous dogmatism which is the first requirement 
for a successful student’s textbook. 

Victor Bonney. 
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“* Antenatal and Postnatal Care,’’ by Francis J. Browne, M.D., D.Sc., 
F.R.C.S. (Edin.), F.R.C.O.G. London: J. & A. Churchill (1939). 
Price, 21s. 


AN interesting insertion since the last edition is a short chapter on heredity. 
There is a good account of Mendelism, with a discussion on the inheritance of 
morbid characters. 

In spite of the excellent, indeed unimprovable (201 cases, no instance 
of haemorrhage) results obtained at University College Hospital by means of 
external cephalic version without anaesthesia for breech presentation, the 
author still considers that this procedure should not be tried in elderly primi- 
gravidae because of the risk to the foetus. Many authorities hold that 
to avoid the considerable risk of Caesarean section to the mother, the treat- 
ment advocated by Browne, it is justifiable to attempt version in such cases 
not only without but with anaesthesia. 

The discussion in the second edition on habitual abortion has been ex- 
panded into a chapter called Unsuccessful Pregnancy, which is a better title 
than the current term dyskyesis. For diabetic patients who are pregnant, 
Professor Browne advocates Caesarean section at the thirty-sixth week owing 
to the great risk of intrauterine death of the foetus in the last weeks. He 
emphasizes a doubt which many clinicians must have felt regarding the 
value of the different and unrelated therapeutic agents advocated in the treat- 
ment of idiopathic habitual abortion. In a series at University College 
Hospital which is admittedly very small the control cases untreated were just 
as successful as those treated with progestin or vitamin E. 

The discussion on induction of prmature labour for disproportion has 
been re-written and new illustrations have been added: it occupies more space 
than is justified by the present unpopularity of the operation. 

Under Vomiting the type of case resembling Wernicke’s encephalopathy 
and possibly due to deficiency of vitamin B, is described. 

Three new microphotographs of the eclamptic liver are shown, and two 
illustrations featuring oedema of the hands and abdominal wall and of the 
vulva in pre-eclampsia are included. The paragraphs on prognosis in pre- 
eclampsia and eclampsia have been altered in accordance with the findings 
in Browne and Dodd’s recent follow-up of 400 toxaemic women. Their report 
requires careful consideration, as being the results of the most extensive 
and painstaking British follow-up in this subject. Browne states his belief 
that in cases of recurrent toxaemia there is a familial tendency to hyper- 
tension, but the evidence for this is not given here, nor in the original 
article. He considers that the tendency was probably present before the 
first toxaemic pregnancy occurred, and was not a result of it. Chronic hyper- 
tension, not chronic nephritis, is the main residual complication of toxaemia. 
From the follow-up, Browne considers that a large majority of patients with 
essential hypertension ‘‘ may pass even through several pregnancies, go to 
term, and give birth to live children ’’ without deterioration. Nevertheless, 
g.2 per cent of his hypertensive patients, with ‘‘severe and probably malignant 
hypertension’’ died within the 12 years of the follow-up, and Browne considers 
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contraceptive advice desirabie for the subjects of essential hypertension, 
stating that the question of sterilizing them should also be fully considered. 

The chapter on the anaemias of pregnancy has been largely re-written. 
A brief account of subcutaneous haemangeio-endotheliomata is given. The 
description of trichomonas vaginitis is enlarged, and three illustrations to it 
are inserted. In the chapter on radiology details of the precision stereoscope 
and a figure showing it are included. 

The criticisms detailed above are comparatively trivial, and this interest- 
ing book, now brought completely up to date, is still an essential feature 
of the obstetrician’s library. 

: Andrew M. Claye. 


‘* Pictorial Midwifery,’’ by StR COMyNs BERKELEY. Balliere, Tindall & Cox. 


THE third edition of Pictorial Midwifery will be warmly welcomed by mid- 
wife teachers, and by pupil-midwives. It should be of special value to student 
midwives who are undergoing the second part of their midwifery training 
since it will enable them to refresh their memories to the correct procedure in 
many items of midwifery technique and also to revise the lectures they 
received during the first six months of their training course. 

A number of new illustrations have been added, of which those showing 
the abnormal action of the uterus, application of Willet’s scalp forceps, and 
the mechanical effect of a full bladder during labour are outstanding examples. 
An excellent coloured diagram of the foetal circulation forms the frontis- 
piece. It is a matter for regret that the coloured plate showing pemphigus 
neonatorum should have been omitted in this edition; we venture to hope 
that in future editions this plate will again be included.. The section dealing 
with restoration exercises for women after parturition should prove invaluable 
to midwives who, by following the simple line-drawings, could instruct their 
patients both in hospital and in domiciliary practice how to perform the 
various movements. This is a book we can warmly recommend to all who 
are teaching or practising midwifery. 

Mary Williams. 
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Review of Current Literature. 


Divector: FREDERICK Rogues, M.A., M.D., M.Chir. (Cantab.), 
PRC.S., E.R.C.0:G. 


TuHIs Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘‘Journal 
of Obstetrics and Gynaecology of the British Empire’’ exchanges : — 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australian.—Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Briixelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Atrchiv fiir Gynikologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift ftir Geb- 
urtshiilfe und Gynikologie; Miinchener Medizinische Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetrica y Ginecologia 
de Buenos Aires. 

Japanese.—Japanese Journal of Obstetrics and Gynaecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology, and 
Biochemistry. 


LIST OF ABSTRACTORS 


London: J. BrEatTTiE, F.R.C.S.; A. C. Bett, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyzs Cameron, F:R:C:S.; Atssrr Davis, F.R.C:S:; 
F. H. Finratson, F.R.C.S.; B. Grpert, F.R.C.S.; R. J. KEtrar, 
F.R.C.S.; R. Licutwoop, F.R.C.P.; J. A. Moore, F.R.C.S.; 
C. D. Reap, F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. WINTERTON, 
E:R.C:S. 

Felsted: W. E. CROWTHER, M.B. 

Leeds: R. H. B. ApAaMson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, F.R.C.S.; P. Mapas, F.R.C.S.; T. N. A. 
JEFFCOATE, F.R.C.S. 

Manchester: R. NEwton, M.D. 

Glasgow: JANE H. FILsHILL. 
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Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


Vol. xxvii, No. 9, November, 1938. 
SOCIETE DE GYNECOLOGIE ET D’OBSTETRIQUE DE PARIS. 
Tubal insufflation. .R. Palmer, J. Devillers. 
Heart disease and pregnancy; the indications for surgery. Lantouéjoul, 
Merger. 
Retroversion of a fibromatous gravid uterus; continuance to term follow- 
ing myomectomy. Portes, Leparge. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 
Haematometra in a fibroid uterus. Ferrari. 
Vaginal fibroma. Ferrari. 
*The ascent of spermatozoa and the female secretions. Laffont, Bourgarel. 
Nitrous oxide analgesia in obstetrics. Laffont. 
Ibid. Fulconis. 
Puerperal scarlatina. Fulconis. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
Pregnancy and diabetes; foetal death despite insulin therapy. Anderodias. 
Infarction of the uterus complicating a criminal abortion. Charrier, et al. 
The hormonal treatment of defective breast secretion. J. Liard. 
Appendicitis and pregnancy. Gautret. 

Aortic incompetence and pregnancy. Péry, Duhart. 

Endogenous puerperal peritonitis and septicaemia. Péry. 

Oedema of foetus and placenta. Péry, Duhart. 

Benkiser’s bleeding. Liard, Faugére. 

Meningeal haemorrhage in eclampsia. Andérodias, Liard. 

Fatal pyelonephritis in pregnancy. Andérodias, Liard. 

Ibid. Penand, Péry. 

Diabetes and pregnancy. Andérodias. 

Two cases of normal pregnancy following previous accidental haemor- 
rhage. R. Mahon. 

Accidental haemorrhage due to trauma. Péry, Duhart. 

Ruptured interstitial pregnancy. Charrier, et al. 

Hysterectomy for criminal perforation of the uterus. R. Mahon. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 
An exception to the law of Ogino-Knaus. Grynfeltt, Godlewski. 
Pseudo-carcinoma of the cervix. Brémond. 
Disproportion between the height of the fundus and the size of the foetus 
at term. J. Mahon. 

Sulphonamide prophylaxis of puerperal infections. Delmas, de Kerleau. 
Fatal hyperemesis gravidarum. Coll de Canera, de Kerleaus. 
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REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
Abortion in heart disease. Fruhenholz, Hartemann. 
Intraligamentary pregnancy. Chalnot, Grumillier. 
Coccygeal dystocia. Fruhenholz. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

Maternal death 12 days after labour. Garipuy, Pontonnier. 

*A Stage I carcinoma cervicis with glandular metastases. Ducuing, 
Guilhem, Dieulafe. 

A point in the technique of the colporrhaphy operation. Dumbrin, Pon- 
tonnier, Taréne. 


Vol. xxvii, No. 10, December, 1938. 


SOCIETE DE GYNECOLOGIE ET D’OBSTETRIQUE DE PARIS. 
*Partial rupture of a lower segment scar. Peytavin. 

The mechanism of the Bercovitz pupillary reaction. Triantafillopoulo. 
Spondylitis in the course of a post-abortive infection. Portes. 
*Testosterone propionate in the treatment of menorrhagia. Bécleré. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
Accidental haemorrhage treated by Solomon’s method. M. Riviére, Liard. 
Women with congenital pulmonary stenosis who bore four normal children. 

Broustel, Levy, Diard. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

A case of symphysiotomy. Trillar. 

Bilateral resection of the ovary for sterility followed by conception. 
Cotte, Pinet. 

Post-partum haemorrhage treated by hysterectomy. Morel, Barbier. 

Spontaneous uterine rupture at the twenty-eighth week. Pigeaud. 

Toxaemia, hydramnios and foetal abnormalities. Rhenter, Ambre. 

Negative X-ray findings at birth in a subperiosteal fracture; positive signs 
one week later. Eparvier, Notter. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

The clinical recognition of glandular secondaries of carcinoma cervicis. 
Ducuing. 

Abortion as the first symptom of Malta fever. Guilhem. 

Early toxaemia of pregnancy and hyperprolanaemia. Garipuy, Pontonnier, 
Gayral. 

Sympathectomy and amenorrhoea. Dambrin, Tarréne. 

Coexisting cancers of cervix and ovary. Dambrin, Fabre, Tarréne. 


THE ASCENT OF SPERMATOZOA AND THE FEMALE SECRETIONS. 


Laffont and Bourgarel present the results of examining 30 cases of 
sterility. In 11 instances the reaction of the secretion of the cervix and 


1048 














REVIEW OF CURRENT LITERATURE 


vagina were normal and the cause of the sterility had to be sought else- 
where, a sperm deficiency or some other cause. In one-third of the cases 
both the cervical and vaginal secretions had an abnormal reaction, and 
in the remaining 9 cases an abnormal vaginal secretion was responsible 
in 2, and in 7 an abnormal cervical secretion. 

In cases in which the pH was very high an infection was present. 


A STAGE 1 CARCINOMA CERVICIS WITH GLANDULAR METASTASES. 


Ducuing and his colleagues describe a stage 1 carcinoma of the cervix 
treated with radium. Two months later the abdomen was opened and 
small glands containing growth were found lying just below the external 
iliac vein. 


PARTIAL RUPTURE OF A LOWER SEGMENT SCAR. 


The Caesarean section was done in 1936. In 1938 the patient had 
a difficult forceps delivery which was followed by a pelvic cellulitis. Ten 
days later an abscess burst spontaneously into the uterus. Lipiodal in- 
jection done some time later showed a track leading from the cavity of 
the uterus up toward the kidney region. A hysterectomy was performed 
and a rupture 2 cm. long was found above the level of bladder reflection 
at the upper end of a longitudinal uterine incision. 


TESTOSTERONE PROPIONATE IN THE TREATMENT OF MENORRHAGIA. 


Bécleré records a series of cases of menorrhagia successfully treated 
with testosterone propionate 4 to 6 months previously. Six of the cases 
were due to menopausal malfunction and in these treatment with a 
monthly injection of 25 mgm. of the hormone was uniformly successful. 
In 7 cases of menorrhagia due to old infection there were two failures, 
Doses up to a total of 100 mgm. were used in the successful cases and 
the cause of the two failures may have been too low a dosage. Finally 
in one case of fibroids causing menorrhagia a monthly injection of 25 mgm. 
proved successful. 


AMENORRHOEA AND PELVIC SYMPATHECTOMY. 


Dambrin and Tarréne describe two cases of secondary amenorrhoea 
treated by pelvic sympathectomy. In the first case which was of five 
years’ duration, 10 infiltrations of the lumbar sympathetic were followed 
by the appearance of menstrual pain, but no menstrual loss. A presacral 
sympathectomy was then done but the periods did not return. 

In the second case the amenorrhoea had lasted four years. A chemical 
sympathectomy of the presacral plexus and ovarian pedicles, combined 
with a modified Baldy operation was performed. In this case menstrua- 
tion did return a month later. 


P. Malpas. 
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Bruxelles Médical 


Vol. xix, No. 20, March 19, 1939. 


Cutaneous reactions accompanying the clinical syndrome of hyper- 
folliculinism. A. Desaux. 


Vol. xix, No. 21, March 26, 1939. 


Sexual impotence. Eug. Tant. 

*Dystocia due to double monster. P. Pastiels. 

Société Royal Belge de Gynécologie et d’Obstétrique. Report of meeting 
held March 4, 1939. 


Vol. xix, No. 22, April 2, 1939. 


Sexual Impotence (continued). Eug. Tant. 


Vol. xix, No. 23, April 9, 1939. 
Société Royale Belge de Gynécologie et d’Obstétrique. Report of meeting 
held April 4, 1939. (50th Anniversary). 


Vol. xix, No. 25, April 23, 1939. 


* Anaesthesia in gynaecological surgery. Ch. Mayer. 


Vol. xix, No. 27, May 7, 1939. 


*The prevention of sudden death from pulmonary embolism. J. Rouffart 
Marin. 


Vol. xix, No. 28, May 14, 1939. 
The origin of twins and double monsters. Albert Dalcq. 


Vol. xix, No. 29, May 21, 1939. 


Société Royale Belge de Gynécologie et d’Obstétrique. Report of meeting 
held May 6, 1939. 


Vol. xix, No. 30, May 28, 1939. 


“Some notes on testosterone propionate. R. Graulich. 


Vol. xix, No. 31, June 4, 1939. 


*The action of the uterus on the endocrine function of the ovary. R. Courrier. 
*Is the function of the uterus of importance in maintaining hormone functions 
of the ovary? M. Brouha. 


DysTOcIA DUE TO DOUBLE MONSTER. 


The patient had previously had one child. The presence of twins had 
been suspected before labour, which commenced prematurely. There was 
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considerable hydramnios; at full dilatation of the cervix, the breech was 
found to be presenting. Delivery as far as the umbilicus was easy, but there 
was no further advance in spite of strong uterine contractions, traction and 
rotation. Impaction of twins and, later, hydrocephalus were suspected. 
Spinal puncture was carried out and later a hook was passed over one arm, 
which was brought down after being fractured. The head was perforated 
and crushed. It was then easily extracted and the appearance of the second 
head of a double-headed monster was a surprise to those in charge. The 
patient recovered, although the puerperium was complicated by pyelitis and 
thrombophlebitis. 


ANAESTHESIA IN GYNAECOLOGICAL SURGERY. 

The author reviews his cases during three years ending at December, 1938 
Of 624 operations, 203 are classified as being gynaecological. Spinal 
anaesthesia was rarely used because of (i) psychological considerations and 
(ii) the discomfort of the Trendelenburg position for a conscious patient. 
Rectanol, tribromethanol, was used in 6 per cent of the cases, but was later 
replaced by sodium evipan. Nitrous oxide and oxygen anaesthesia is difficult 
to administer and necessitates special apparatus, so was only employed in a 
few instances. 

Sodium evipan was given to 177 patients, or 88 per cent. This was 
supplemented by some other anaesthetic such as ether, for major or long 
operations. After premedication with morphine and strychnine, the evipan 
was injected at a rate of 0.5 c.c. per 30 seconds. The dose of 1.0 gm. was 
never exceeded and this was sufficient for minor procedures which can be 
completed in 20 minutes. 

Evipan has an additional advantage in that it produces amnesia. Post- 
operative pulmonary complications are rare and convalescence proceeds very 
favourably. A period of excitement during recovery is avoided by the ad- 
ministration of morphine and strychnine. 

In only two cases did evipan anaesthesia cause anxiety. The first patient 
was exsanguinated and recovered after blood transfusion, the second collapsed 
during the injection of the drug but responded to treatment and the operation, 
which was for fibroids, proceeded without further trouble. 

Evipan anaesthesia is contra-indicated in patients suffering from (i) grave 
anaemia, (ii) profound cachexia, (iii) hepatic damage. 

In conclusion the author appeals for the appointment of special 
anaesthetists supplied with adequate equipment and training, as in England. 


PREVENTION OF SUDDEN DEATH FROM PULMONARY EMBOLISM. 

The diagnosis of pulmonary embolism is easy, especially when the patient’s 
life is threatened. Pyrexia or phlebitis are occasionally seen as premonitory 
signs. Autopsies reveal that there is frequently disproportion between the 
anatomical lesion and its effect, thus, a small clot may produce instantaneous 
death. In explaining this, the experimental work of Bardin is quoted. He 
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showed that sudden death may be brought about by stimulation of the 
nervous elements in the pulmonary arteries. Division of the vagi makes it 
more difficult to produce a fatal embolism, whereas division of the sympathetic 
nerves favours sudden death in experimental animals. Atropine, ephedrine 
and intravenous sodium carbonate lengthen the period of life of animals 
subjected to experimental embolism. These drugs should therefore be em- 
ployed prophylactically in clinical practice. 

As regards curative treatment, artificial respiration, oxygen, ephedrine, 
atropine, morphia, papaverine, heroin, adrenalin and intravenous sodium 
bicarbonate are all indicated, the particular choice depending on the 
symptoms of individual patients. The dose of adrenalin must be large, how- 
ever, that is, 14 mgm. of adrenalin or 0.1 to 0.3 grm. of ephedrine. 

The results of treatment are uncertain and prevention is the object at 
which to aim. To this end, the author advises spinal anaesthesia, asepsis 
and gentle surgery combined with avoidance of extreme Trendelenburg 
position. Finally, the routine post-operative administration of sodium 
bicarbonate by mouth, and ephedrine and atropine, as advised by Bardin. 


SoME NOTES ON TESTOSTERONE PROPIONATE. 


Testosterone propionate may be usefully administered to women as well 
as men. Good results in the treatment of mastopathia are recorded and the 
author reports three cases of this condition treated with perandrone. Three 
injections of 10.0 mgms. were given each week and all were cured. Moreover, 
there was no recurrence of symptoms during the period of observation, which 
lasted from 12 to 15 months. 

Similar treatment was tried for women suffering from nervous instability, 
melancholia, asthenia associated with celibacy. Improvement was seen after 
two or three months’ treatment but symptoms returned in three to six 
months. 

The author explains the good results attending male hormone therapy as 
being due to a non-specific effect. 


THE ACTION OF THE UTERUS ON THE ENDOCRINE FUNCTION OF THE OVARY. 

The pregnant uterus, by way of the placenta, undoubtedly affects the 
ovary, but the non-pregnant uterus has never been proved to have any effect. 

The literature dealing with experimental work on animals is stated: the 
results obtained vary with the animal used and also the individual worker. 
In monkeys, hysterectomy does not affect ovarian function, but in some 
animals, such as the guinea-pig and rabbit, there is evidence of prolongation 
of the luteal phase following removal of the uterus. Changes in the pituitary 
similar to those found during pregnancy, are also recorded. 

The variation in results suggests that they may be due to operative trauma 
or circulatory disturbances. In those cases in which disturbance of ovarian 
function does occur, Courrier puts forward two theories by way of 
explanation. 
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1. Removal of the rabbit’s uterus may affect the pituitary and hence 
the ovaries, by way of stimulation of nervous tissues. He quotes the 
well-known stimulating effect of coitus on the cervix of the rabbit. 

2. Removal of uterus leads to non-utilization of ovarian hormones and 
these may react on the pituitary, thus disturbing the pituitary-ovarian cycle. 

The author concludes that there is no reason to suppose the existence 
of a uterine hormone. The human ovary can function normally in the 
absence of the uterus, as in cases of congenital absence of this organ. 
Although hysterectomy may disturb pituitary function in one of the 
two ways postulated it does not lead to atrophy of the ovary. 


Is THE FUNCTION OF THE UTERUS OF IMPORTANCE IN MAINTAINING HORMONE 
FUNCTIONS OF THE OVARY? 


Brouha answers this question from the standpoint of the clinician. 
He recalls six cases of congenital absence of the uterus, in two of which 
the ovaries were examined at operation and found to be quite normal. 
He is convinced, although he admits having no scientific proof, that the 
removal of the uterus does not disturb ovarian function. One ovary should 
always be conserved if possible even though there is a slight risk of its 
becoming cystic or painful. Ovarian grafts should not be made if the 
ovary can be preserved in situ. In carrying out hysterectomy the author 
conserves the Fallopian tubes as well as ovaries: in that way there is 
least risk of disturbing the blood-supply of the ovary. Using this technique, 
symptoms of the artificial menopause never follow hysterectomy. The 
uterus should. also be conserved if possible because of the psychological 
effect of amenorrhoea. Amenorrhoea in itself, however, is not harmful. 


T. N. A. Jeffcoate. 


Revista Italiana di Ginecologia. 


Vol. xxi, No. 6, December, 1938. 

Histopathological study of diverticular tubal pregnancy. Concetti. 

The osseous medulla in pregnancy. Mortara. 

Hepatic colic in the puerperal state. Puxeddu. 

*Some alcoholometric investigations in obstetrics of the blood and tissues. 
Sasso. 

Clinico-statistical considerations of special diets under pathological puerperal 
conditions. Bortolucci. 

Feminine infantilism and ovarian aplasia. Tronci. 

Endometrioma of the ovary simulating an ectopic gestation with haemo 
peritoneum. Forlini. 

Placental diffusion and metabolism of water in pregnancy. La Delfa. 

*The effects of indirect Roentgen irradiation on the foetus. Toniolo and 
Guaspari. 
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Vol. xxii, No. 1, January, 1939. 

*Primary carcinoma of the Fallopian tubes. Quinto. 
Modifications of the endometrium in fibromyoma of the uterus. Martiner. 
Arrhenoblastoma. Cagnetto. 
The behaviour of glycaemia in acute post-haemorrhagic anaemia in relation 

to the puerperal state. Pignoli. 
The action of short-wave light radiation on the genital apparatus. Fontana. 
The genesis of ovarian endometriosis. Tronci. 


SoME ALCOHOLOMETRIC OBSTETRIC INVESTIGATIONS OF THE BLOOD AND 
TISSUES. 


Sasso, in consideration of the knowledge regarding the variation of carbo- 
hydrates in the puerperal state, has investigated by a new method the per- 
centage of ethyl alcohol in the maternal and foetal tissues, in the last period 
of pregnancy, during parturition, and in the puerperium. In the obstetric 
field alcohol may furnish elements of value in estimating the velocity of 
combustion of carbohydrates, and of the uterine reflexes by whatever cause 
provoked. Indeed, the katabolic activity of the sympathetic nervous system, 
the anabolic function of the vagus nerves, and the total glandular equili 
brium may be determined with the help of alcohol estimation. 

The alcoholaemic and alcoholuric indices show a characteristic behaviour 
parallel to that which other observers have noted for lactic acid. 

In his determinations, for the first time carried out on placental tissue 
and liquor amnii, Sasso found an enormous content of ethyl] alcohol, especially 
under some pathological conditions. In his study of percentage of alcohol 
in foetal blood, he advances the hypothesis of autogenous formation, rela- 
tively independent of that of the maternal organism. 

Tables of percentages and graphs of renal excretion are given. 

In conclusion the author emphasizes the important role ethyl alcohol plays 
in the system of glycogenic exchange. 


THE EFFECTS OF INDIRECT ROENTGEN IRRADIATION ON THE FOETUS. 


From the beginning of Roentgen therapy it was noted that serious foetal 
changes could be induced by irradiation of the gravid uterus either in human 
beings or in various experiments on animals. The direct use of Roentgen 
rays in pregnancy was, therefore, abandoned. The advance of radiological 
knowledge on the one hand and multiplication of its therapeutic indications 
on the other hand, led to the question whether indirect action should be given 
up. It was pointed out that for foetal malformation to take place very high 
doses were required. 

The authors think that a study of cases of foetal malformation recorded 
after indirect treatment does not warrant pessimism. They have studied the 
effect of progressive doses of X-rays on the head and thorax of gravid rabbits 
in various stages of pregnancy. They found that neither foetal nor genetic 
malformation occurred in either the first or second generation. Their experi- 
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ences are thus in accord with the most recent experimental results recorded 
in the literature, and lead to the conclusion that X-ray treatment may be 
allowed in pregnancy if at a distance from the genital organs. Under this 
condition the danger of foetal malformation is, according to new and more 
complete experience, extremely remote. 


PRIMARY CARCINOMA OF THE FALLOPIAN TUBES. 


Primary carcinoma of the Fallopian tubes is a somewhat rare occurrence; 
bilateral carcinoma of the tubes is extremely rare. For this reason Quinto 
deems it of particular interest to record a case on which he recently operated, 
in 1936. The patient, who was aged 36 years and a pluripara, came to hospi- 
tal because of abdominal pain and menorrhagia, with progressive emaciation. 
On examination a diagnosis of chronic bilateral adnexitis was made. Sub- 
total hysterectomy and bilateral salpingo-ojphorectomy were performed. Two 
salpyngeal tumours, each as large as an orange, with omental and pelvic 
adhesions, were found. A large tract of omentum adhered to the fundus 
uteri by a soft nodule. The post-operative course was excellent, and the patient 
was discharged from hospital on the eighteenth day; she returned to the out- 
patient department for deep Roentgen treatment. After this was stopped 
she did not return for five months. After a short period of good health her 
general condition had become very much worse, and she was now in an 
advanced state of cachexia and evident recurrence with ascites. She died a 
month later. 

Histological examination had showed neoplastic masses in both Fallopian 
tubes, of which microphotographs are reproduced. The nodule removed 
from the omental adhesion to the uterus was soft, but showed some car- 
cinomatous cells. 

The diagnosis was one of primary papillary alveolar bilateral carcinoma 
of the Fallopian tubes with omental metastases. 

Evidently the tumours were of inflammatory aetiology. According to 
the history of the case 4 years previously she had puerperal salpingitis. The 
prognosis in spite of all possible treatment was extremely bad. 





Archiv fiir Gynakologie. 


Band 168. Heft 3. 

*Experimental researches concerning the effect of sex-gland hormones on 
the motility of the Fallopian tube. Part I: Effect of follicular hor- 
mone. A. Binder. 

*Neonatal mortality in institutional deliveries. H. Rusch. 

*Comparative results of home and institutional delivery in breech presen- 
tation. J. Erbsloéh. 

“Effect of antuitary hormone in increasing the weight of the uterus in 
infantile mice. B. Szendi. 
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*Sex hormones and intestinal function: the intestinal atony of pregnancy. 
G. Tsutsulopulos. 

*Allergic factors in the pathogenesis of eclampsia. E. Junghans. 

*Affection of twins by intra-uterine contra-pressure. H. Ruhl. 


Heft 4. 

The behaviour of the blood ketone-bodies, non-protein nitrogen, lactic 
acid, chlorides and alkaline reserve during normal pregnancy. H. 
Rossenbeck. 

*Experimental researches concerning the effect of sex-gland hormones on 
the motility of the Fallopian tube. Part II. Effect of corpus luteum 
hormone. A. Binder. 

Investigations in atypical pregnancy toxicoses. H. Albers. 

*Clinical considerations in hysterosalpingography. R. Bukowski. 

*Congenital tuberculosis. L. P. H. J. de Vink. 

‘*Appearance of antuitary insufficiency after severe post-partum haemor- 
rhage. G. Effkemann and F. Miiller-Jager. 

Defective oxygenation in newborn animals and icterus neonatorum. W. 
Borgard and F. Hoffmann. 

The mode of action of the gonadotropic anterior pituitary hormone and 
the follicular hormone. H. Winkler and A. Binder. 

The endocrine importance of the uterus. P. Grumbrecht and A. Loeser. 


EFFECT OF SEX-GLAND HORMONES ON THE MOTILITY OF THE FALLOPIAN 
TUBE. 


This was tested in infantile, mature, pregnant and puerperal rabbits, 
the ampullary and isthmic movements being recorded in the perfused 
oviducts. The hormone was added to the perfusing fluid: certain of the 
animals had previously been given progynon-B oleosum. In contrast with 
reports of other workers that follicular hormone has an inhibitory effect, 
Binder found some degree of increase of contractility, dependent on the 
variations of the hormonal milieu, and probably also on corpus luteum 
and posterior pituitary hormones. Apparently the cyclical, hormonally 
caused variations in the tubal mucosa which have Been recently described 
are co-ordinated with cyclical alterations of muscular function, both 
directed to securing safe transport of the ovum. 


NEONATAL MORTALITY IN INSTITUTIONAL DELIVERIES. 


Rusch examines the outcome of 10,000 consecutive deliveries in the 
Giessen Univeritats-Frauenklinik.. The percentage of stillbirths was twice 
as high as deaths following delivery, 4.69 per cent against 2.09 per cent. 
One in ro foetiis was prematurely delivered, with a total mortality of 
34.1 per cent, compared with 3.8 per cent in full-time foetiis. Searching 
for means of further reducing the mortality, Rusch concludes that little 
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is to be expected from improvements in obstetric practice, or in nursing 
or medical care of liveborn infants. Success, he thinks, is rather to be 
achieved by reducing the proportion of premature deliveries—a social 
problem for the most part, bound up with more efficient care and pro- 
tection of the mother during pregnancy. More effective central organiza- 
tions for supply of human milk are needed. For protection of the live- 
born infant: (1) the promotion of breast feeding and (2) aseptic and anti- 
infectious principles in accommodation and nursing are the most important 
factors. In addition the general practitioner should, perhaps, more clearly 
recognize his limitations, especially when the pelvis or the presentation is 
abnormal. Nephropathy is sometimes overlooked. The German method 
of payment by the “‘ Krankenkassen’’ plays a not altogether insignificant 
part in neonatal mortality. 


COMPARATIVE RESULTS OF DOMICILIARY AND INSTITUTIONAL DELIVERY 

IN BREECH PRESENTATION. 

Erbsl6h here compares 1,426 breech deliveries at the patients’ homes, 
in the Danzig Free State, with his recent analysis of breech deliveries 
in the Danzig State Clinic. The materials, however, differed greatly in 
the percentages of primiparae, being 30.4 and’ 62.1 respectively. As 
would be expected the institutional maternal mortality was higher than 
the domiciliary mortality, 0.9 and 0.28 per cent: the lower foetal mortality 
in the clinic, 9.2 per cent, as against 13.4 per cent in domiciliary deliveries, 
must be due to differences in obstetric practice. However, in this material, 
the institutional practice showed a smaller percentage of spontaneous 
labours than that of home deliveries; a surprising difference is reported, 
viz., 3.0 and 44.6 per cent, respectively. When the deliveries were sub- 
divided into (1) spontaneous; (2) assisted; and (3) complete manual ex- 
tractions the superior results of institutional practice were evident in 
each. Some of the domiciliary deliveries were conducted by midwives 
alone, some by midwives and doctors: the foetal mortality was much less 
in the former group, which however included a greater proportion of the 
easier type of delivery. The conclusion is reached that to attain an 
improvement in results all elderly primigravidae should be admitted to 
hospital if a breech presentation is found; and that specialist attention 
should be available for all other breech presentations. 


THe Errect oF ANTUITARY HORMONE IN INCREASING THE WEIGHT OF THE 

UTERUS IN INFANTILE MICE. 

Using urine from 28 post-climacteric and 8 pregnant women, and also 
Bayer’s prolan, Szendi found that in infantile mice the increase in weight 
in the uterus depended chiefly on the A antuitary factor, through its 
stimulation of follicular ripening. The increase in weight affords a very 
sensitive test, although as the dosage is progressively increased a stage 
is reached at which the direct proportionality is lost. When the animals 
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are approaching sexual maturity the increase in weight of the uterus 
comes to be dependent on the content of the test substance in the B 
factor, which by favouring yellow body formation inhibits uterine growth. 
It is of practical importance that, for the clinical purpose of accelerating 
growth of the hypoplastic infantile uterus, only preparations containing 
the follicle-ripening A component should be used. Preparations containing 
the B factor, from pregnancy urine, fix the hypoplastic condition of the 
uterus before stimulating it to function. Post-climacteric women and 
pregnant women secrete a urine containing both factors: the A is more 
abundant in the former, the B in the latter case. 


SEx HORMONES AND INTESTINAL FUNCTION: THE INTESTINAL ATONY OF 
PREGNANCY. 


The atonic disturbances of intestinal function in pregnancy are com- 
pared with the ureteral dilatation. Among the causal factors are said 
to be modified function of the thyroid gland, the adrenal glands and the 
pancreas, an alteration of ionic concentrations, vitaminic changes, the 
appearance of abnormal products of metabolism, constitutional and psychic 
factors, and effects due to the sex hormone. The last was studied 
experimentally (1) by X-ray investigation of the effects, on the barium- 
injected terminal gut of the rabbit, of oxytocin (orasthin) and their modi- 
fication by protracted antecedent injections of different sex hormones (2) 
by injecting the hormones into rabbits and registering the movements of 
the gut in situ by a modified Straub technique. The results are sum- 
marized as follows. Large doses of follicular hormone increase the tonus 
of the large intestine and, under certain conditions, of the small intestine. 
Large doses of corpus luteum hormone given for some time (first method) 
decrease the tone of the large gut and render it insensitive to oxytocin. 
Large intra-muscular doses of corpus luteum hormone (second method) 
diminish tone and peristalsis in the small intestine and slightly increase 
the tone of the end-gut. 


ALLERGIC FACTORS IN THE PATHOGENESIS OF ECLAMPSIA. 


In the first section of his article Junghans reports endeavours to 
reproduce in animal experiments the hepatic and renal lesions seen in 
eclampsia. By allergic investigations he believes that he has shown that 
in eclamptic serum and in foetal serum an active allergic substance must 
be present: for both induce, especially readily in gravid rabbits, morpho- 
logical lesions in the liver and kidneys which resemble those of human 
eclampsia. Such changes do not occur if ordinary animal serum, or that 
of healthy pregnant women, is used.. The sera were injected intramus- 
cularly. The findings in pregnant rabbits injected with eclamptic serum 
included necroses in the outer part of the hepatic lobule and in the 
kidneys, cloudy glomerular swelling, swelling and albuminous degeneration 
of the convoluted tubules, and necroses and hyaline cast-formation in parts 
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of the duct-tubules: an arteriolitis was also found. Premature placental 
detachment occurred in some animals treated with foetal serum. The 
second section gives evidence that, as shown by intracutaneous allergy 
tests, during human pregnancy nephropathic in contrast with healthy 
subjects give towards term a positive delayed reaction. The experimental 
findings of both sections are correlated with a theory of allergic-hypergic 
causation of eclampsia. Included in the article is a long and detailed his- 
torical review of the theories and evidence which suggested first that 
anaphylaxis and later that allergy or hyperergy are of importance in causing 
eclampsia. 


AFFECTION OF TWINS BY INTRA-UTERINE CONTRA-PRESSURE. 

Of two equal-sized liveborn twin infants easily delivered after breech 
presentation, one showed a flattened right parietal bone and the other 
a spoon-shaped depression in the left temporal region: the lesion had 
completely disappeared at the age of 12 months. The prognosis of mutual 
intra-uterine cephalic compression, as is shown by other examples, is not 
always as favourable as in this case. 


THE EFFECT OF SEX-GLAND HORMONES ON THE MOTILITY OF THE FAL- 

LOPIAN TUBE. 

Part II deals with the effect of the corpus luteum hormone, tested 
as described above: spontaneous tubal contractions are diminished by 
it. In excess it would appear to disturb transit of the ovum and favour 
anomalous implantation sites. Physiologically the passage depends on 
the folliculin-luteal hormone balance. This series of experiments is notable 
for the use of an aqueous solution of progesterone. 


CLINICAL CONSIDERATIONS IN HySTEROSALPINGOGRAPHY. 

This is a review of radiological investigations in 240 in-patients: of 
these 108 complained of sterility, 94 were subjected to the examination 
on account of uncertain findings on palpation; and 22 were examined 
before marriage on medico-legal instructions to assess the prospects of 
fecundity. In spite of careful selection there were 7 instances in which 
local morbid developments or exacerbations followed the procedure. It 
was. noted that the amount of iodipin used was considerably greater, 
with occluded Fallopian tubes, in the premenstruum than the postmen- 
struum, 9.63 and 7.98 c.c. respectively. In a total of 60 cases of primary 
sterility and 48 cases of secondary sterility, 30 per cent had bilateral tubal 
occlusion and 30 per cent a morbid condition of the uterus with intact 
tubes. Among 98 examined by hysterosalpingography for other gynae- 
cological conditions, 49 per cent had tubal alterations, including bilateral 
stoppage in 22.3 per cent. In the whole series 27.2 per cent had bilateral 
occlusion, caused in 14.6 per cent by puerperal inflammation, in 26.2 per 
cent by abortion, in 13 per cent by tuberculous or gonorrhoeal salpingitis, 
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in 18 per cent by other forms of salpingitis, and, apparently, in 9.8 per 
cent by extension of inflammation from the vermiform appendix. Six 
cases of tubal implantation were radiologically .controlled, and 5 shown 
to have been successful: two .have been followed by childbirth. 


CONGENITAL TUBERCULOSIS. 

Baumgarten’s original views are reviewed, together with the con- 
flicting results of animal experiments. The evidence for the belief of 
Calmette and the French school in transplacental foetal infection by a 
filtrable form of the virus is discussed, together with the nature of the 
dénutrition progressive of Couvelaire. Decidual tuberculosis and placental 
tuberculosis are described: of the latter only 5 cases in the literature 
seem to have satisfied the three conditions of typical lesions, the findings 
of tubercle bacilli, and a positive result from animal inoculations. An 
exhaustive review follows of cases of reported congenital tuberculosis. 
Among 27 cases in which an exogenous factor of infection was present, 
some post-natal contact with the mother or a suspect related to her, there 
are 16 which are judged to be ‘‘ very probably congenital tuberculosis ’’. 
In addition the literature contains 24 cases which are judged to be examples 
of ‘‘ congenital tuberculosis’’ and 80 ‘‘ very probable’’ cases: the rele- 
vant details of all these have been summarized and are appended. 


“e 


APPEARANCE OF ANTUITARY INSUFFICIENCY AFTER SEVERE Post-PARTUM 
HAEMORRHAGE. 


After-examination of 86 women who had had severe post-partum 
haemorrhage 3 to 10 years previously showed that an unusually large 
proportion had genital atrophy with hypomenorrhoea, sterility, and/or 
adiposity, as well as certain other abnormalities of possible pituitary 
causation. All these are conditions which in the literature have been 
ascribed to ischaemic antuitary necroses after puerperal haemorrhage. 
The present writers reject this view, holding that post-partum bleeding 
occurs more commonly in those with an “endocrine disposition ’’ to it 
and is, just as much as the abnormalities enumerated, an expression of 
such a disposition. 

W. E. Crowther 


Zentralblatt fiir Gynakologie. 


No. 20, May 20, 1939. 
Nitrogen reduction. An unusual metabolic anomaly in hyperemesis gravi- 
darum. H. Rossenbeck. 
The frequency and mortality of eclampsia in the obstetric statistics of 
Baden. O. Baader. 
*Prophylactic symphysiotomy. F. Daels and P. de Backer. 
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Stubborn mechanisms of delivery. C. Clauberg. 

The corpus luteum hormone activity of desoxycorticosteron. 
W. Hohlweg. 

The histological and biological value of the Schubert operation after one 
year. D. v. Klimko. 


No. 21, May 27, 1939. 
The clinical importance of the utero-sacral ligaments. A. Mayer. 
The Wertheim radical operation for carcinoma of the cervix. V. Schrat- 
tenbach. 
*Tubo-uterine abortion. F. Koberle. 
Congenital pneumonia in the new-born. K. Thaisz. 
Melanosarcoma of the parametrium. W. P. Plate. 
The therapeutic watchword of the trichomonas problem. M. Rodecurt. 
The method of transfusion with the infusor D.R.P. J. Clemens. 


No. 22, June 3, 1939. 

The differentiation of stilben preparations. P. Caffier and E. S. Ozkayaal. 

The significance of the Hamburg cancer campaign for individual patients 
and the cancer -problem with special reference to gynaecological cancer. 
A. Gobel. 

The sympatheticotropic action of follicular hormone. G. Effkemann 
and H, Striiver. 

A spectroscopic method of observing tissue respiration with special regard 
to the Zykloskop of Samuel. R. Imbach. 

*The radiological diagnosis of hydropsfoetalis in hydramnios. B. Ottow. 

Poliomyelitis and pregnancy. H.- Ruhl. 

The diagnostic value of the use of the dried drop method and its use in 
gynaecology. G,. Karpati. 


No. 23, June 10, 1939. 
Spondylolisthesis. K. Ihm. 

The value of the reckoning of the duration of prgnancy after Naegele 
in view of our present-day knowledge. K. Burger and I. Korompai. 
Findings with the use of a plastic operation using the sigmoid flexure in 

aplasia vaginae. B. Hejduk. 
Etui theory of foetal presentation. H. Baumm. 
Recent total inversion of the puerperal uterus. R. Cordua. 
The use of intracutaneous suture in perineal tears. E, Schulze. 
Chorion-haemangioma of the placenta in twin pregnancy. J. Kriszt. 


No. 24, June 17, 1939. 
Findings with births in domiciliary midwifery. F. v. Mikulicz-Radecki. 
A twofold recurrence of a granulosa-cell tumour. F. Bernhart. 
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Rupture of a placental vessel during delivery from relative shortening of 
the umbilical cord. W. H. Hanne. 

Manual pelvic measurement in the lithotomy position. R. Knebel. 

Radiological investigation of the intra-uterine respiratory movements of 
the foetus. H. Dorr. 

The influence of the Willett’s forceps in the treatment of weak pains. 
G. Vajna. 

Whether the midwife should be authorized to inject cardiozol on her 
own initiative. H. Hofweber. 

The duration of human pregnancy and its calculation. G. Riebold. 


No. 25, June 24, 1939. 
Blood-volume and fluid movements in pregnancy and labour. H. Albers. 
The reckoning of the length of the menstrual cycle. G. Riebold. 
Glioma cerebri and pregnancy. M. Ospelt. 
The delivery of breech presentation after Bracht. R. Michaelis. 
The significance of body-weight records for the early diagnosis of preg- 
nancy toxicoses. K. Mauks. 
Removal of the appendix in the course of gynaecological operations. K. 
Heising. 
Criticism and proposal for operative sterilization. W. Briem. 
*Primary sarcoma of the Fallopian tube. H. Reiber. 


No, 26, July 1, 1939. 

Operative preservation of the portio vaginalis: old methods and a new 
suggestion. H. Fuchs. 

Sebaceous glands: of the portio’s epithelium: clinical diagnosis. H. Hinsel- 
mann. 

The treatment of gonorrhoea in the female. Fr. Ch. Geller. 

An inquiry whether the Schiller reaction and colposcopy are a hundred 
per cent accurate in the early diagnosis of squamous epithelioma of 
the portio. Th. Marti. 

*X-ray treatment in late puerperal mastitis. A. Pohl. 

Whether basergin is an ecbolic. K. Heyrowsky. 

Prophylactic and therapeutic use of provenase. R. Timm. 


No. 27, July 8, 1939. 
*The so-called endometritis decidualis tuberosa. W. E. Richter. 
Hormonal treatment of gynaecological bleeding, with particular reference 
to glandular cystic hyperplasia and endometritis. K. Streit. 
Lumbar anaesthesia in Caesarean section. W. Liittge. 
The place of Caesarean section in obstetrics. P. Feldweg. 
Estimation of the numbers of criminal abortions. A. Brachtel. 
A case of simultaneous bilateral tubal pregnancy. J. Froewis. 
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Satisfactory influence of the X-rayed cat with vitamin C. W. Rieckhof. 

A rare uterine tumour, adenoma fibroma malignum. J. Batizfalvy. 

Medical aspects of domiciliary and institutional midwifery on the basis 
of 914,526 deliveries. F. Kovacs. 


No. 28, July 15, 1939. 

The normal optimal ovulation time. <A. Greil. 

Purulent cerebrospinal meningitis in pregnancy and during labour. K. 
Podleschka. 

*Transfusion with pregnancy blood in chorion-epithelioma. W. E. Richter. 

The dangers of the routine use of ecbolics in early rupture of the mem- 
branes. H. Schlenkermann. 

A rare form of ulcer in the vagina. F. Miiller. 

Remarks on the question of fertility following delivery by Caesarean sec- 
tion. H. Miinnekehoff. 

Findings with vinethen in clinical obstetrics. E. Rondorf. 


PROPHYLACTIC SYMPHYSIOTOMY. 

Daels and de Backer of Gentwrite write in support of the practice of prophy- 
lactic symphysiotomy. They refer to the after-history of patients who have 
been operated on intra-partum with spontaneous delivery at subsequent 
labours. They carry out the operation under a local anaesthetic and in all 
cases under radiological control. They find no difficulty in identifying the 
urethra and drawing it to one side out of the line of the incision by 
means of a sound passed into its lumen. By avoidance of abduction of 
the limbs the writers have found no danger of sudden springing apart of 
the two sides of the symphysis pubis. 

After the operation the patient remains in hospital for three or four 
days as a precaution, although they have not found any patient suffering 
even from discomfort in turning over in bed. 

The operation was carried out from the fourth to the tenth months of 
pregnancy in 15 cases. Labour in these patients began spontaneously at 
term. The patients all had first grade pelvic contraction and had lost 
one or two children in labour before the operation was performed. 

The writers have illustrated their paper with five diagrams to show 
the operative procedure, and with 22 radiological pictures of the patients’ 
pelves during and after operation. 


INTRA-UTERINE ABORTION. 

Kéberle describes the case of a patient of 35 years of age who, after 
six weeks of amenorrhoea, passed an embryo measuring 35 millimetres by 
way of the vagina. After this the patient became very ill and went 
steadily downhill; a diagnosis of post-abortal peritonitis was made. The 
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patient died on the twelfth day, and a post-mortem examination was 
carried out. The abdomen was found to be full of blood from a ruptured 
right Fallopian tube, in the lumen of which chorionic villi could be recog- 
nized, 

The pregnancy had developed in the isthmus of the Fallopian tube 
close to the uterus, and apparently as it had progressed the interstitial 
portion of the tube had become dilated and had allowed the passage 
of the embryo through it into the uterine cavity while the chorion had 
remained in its original situation. At the time of the passage of the 
embryo there had been a small loss of blood followed by a great haemor- 
rhage through a rent in the tube 12 days later. Death had resulted from 
this severe haemorrhage. 


‘THE RADIOLOGICAL DIAGNOSIS OF HYDROPSFOETALIS IN HyDRAMNIOS. 

Ottow records two cases of marked and rapidly increasing hydramnios 
in which X-ray examination was carried out to exclude the existence of 
anencephaly or other bony deformity. In both cases the single foetus 
was lying free in the bag of membranes and was not subjected to any 
pressure to induce a fixed posture. The outline of each foetus was some- 
what indistinct owing to the oedematous condition of the whole sub- 
cutaneous tissues; but the skeleton was very clear in its whole outline. 
In each instance the foetus took up a characteristic swimming attitude 
with the head thrown back and the limbs extended or poorly flexed. 

The writer considers that this swimming attitude is characteristic of 
hydropsfoetalis, a condition incompatible with survival. If this attitude 
is always found then its detection would be a justification for the termina- 
tion of pregnancy. 


PRIMARY SARCOMA OF THE FALLOPIAN TUBE. 

Reiber refers to the extreme rarity of primary sarcomatous disease of 
the Fallopian tube. Up to the year 1938 only 22 cases had been recorded. 
The writer reports a case of his own treated in Berlin Wilmersdorf. The 
patient, aged 44 years, was sent into hospital with the diagnosis of ovarian 
cyst with a twisted pedicle which had caused attacks of pain in the lower 
abdomen during the preceding four months. At the laparotomy the right 
Fallopian tube was found to be enlarged to the size of a hen’s egg, and 
its ampullary end was strongly adherent to surrounding parts. No other 
disease was found present in the pelvis or abdomen. 

On opening the removed tube the lumen was found to be distended 
by friable tissue which on naked-eye inspection could be pronounced to 
be malignant. On microscopic examination the tumour was found to be 
a sarcoma. The patient was treated with a post-operative course of radia- 
tion and she was kept under careful observation. Up to the present time 
there have been no signs of any recurrence. 
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RADIATION IN PUERPERAL MASTITIS. 


Pohl records 35 cases of extensive mastitis of long duration with re- 
peated incision and sinus formation which came under his care. The 
patients were treated locally on general surgical lines and in addition the 
affected breasts were treated by radiation. 

The results were uniformly and surprisingly good, so that inflammatory 
hardening rapidly disappeared and abscess-formation was sharply localized 
so that early incision could be made without the risk of recurrence. 


THE QUESTION OF THE SO-CALLED ENDOMETRITIS DECIDUALIS TUBEROSA. 


Richter describes a case of endometritis decidualis tuberosa found post- 
mortem in a patient who had died of eclampsia following delivery at term. 
The writer holds that the decidual hyperplasion, which was found, had 
been induced by the hormonal influences of the pregnant uterus. He 
considers that this condition may be the predisposing cause of accidental 
haemorrhage or abortion. The difference between the diffuse and poly- 
poid form is not fundamental, but only one of degree. 


TRANSFUSION WITH PREGNANCY BLOOD FOR CHORION-EPITHELIOMA. 


Richter records the case of a woman, aged 25 years, who was treated 
for a vesicular mole in the third month of pregnancy. She was discharged 
at the end of the third week when haemorrhage had ceased; but a pain- 
less tumour, the size of a mandarin orange, could be felt to the left of the 
uterus. Seven weeks after the uterine evacuation she had some uterine 
bleeding, marked mammary secretion, and a history of rigors and cough. 
The uterus was soft, and the tumour on the left side was the size of a 
foetal skull; another tumour on the right side was of the size of a mandarin 
orange. The patient was re-admitted to hospital for examination of the 
chest; the Aschheim-Zondek reaction was strongly positive. Curettage 
was not undertaken because of the danger of uterine perforation. 

Three months after the abortion the Aschheim-Zondek reaction was 
still strongly positive. 

The patient and her husband were strongly opposed to a radical opera- 
tion as they were childless; for this reason an attempt was made to treat 
the patient by blood-transfusion from a patient who was far advanced in 
pregnancy, who manifested no toxin signs and, therefore, could be sup- 
posed to have some substance in her blood which was inimical to growing 
chorionic tissue. The patient was given a blood-transfusion of 500 cubic 
centimetres from a patient of the same blood-group on four occasions at 
fortnightly intervals. 

At the time of her discharge after the last injection the Aschheim- 
Zondek reaction was still positive, there was no uterine bleeding, and the 
uterus was smaller and firmer in consistence. The right ovary was large 
and cystic, and the left the size of a mandarin orange. Four weeks after 
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discharge the Aschheim-Zondek reaction was negative, and the ovarian 
tumours were definitely smaller. The patient was kept under regular obser- 
vation for nine months; and at the end of this time no abnormality could 
be found. 

The writer points out that no single practitioner can have an exten- 
sive experience of chorion-epithelioma or vesicular mole and their com- 
parative rarity leads him to report a single satisfactory case. On the 
strength of his case he suggests that when a radical operation is negatived 
in the treatment of chorionic overgrowth the method of transfusion with 
pregnancy blood should be tried. This treatment is indicated in all cases 
of vesicular mole and in all cases of chorion-epithelioma whether treated 
operatively or otherwise. 

R. H. B. Adamson. 





Acta Obstetricia e Gynecologica Scandinavica. 


Vol. xix, Fasciculus 2. 


Experimental investigations on the muscular functions of the vagina and 
the uterus of the rat. Sune Genell. 

Positive Friedmann reaction in the case of a corpus luteum cyst. Borge 
Heiberg. 

Quantitative estimation of the gonadotropic hormone content of the urine 
in a case of vesicular mole. Mogens Winge. 

On employment of p-aminobenzolsulphonamide in infections of the urin- 
ary tract during the puerperium. FE. Brandstrup and V. Sindbjerg- 
Hansen. 

Some points of view on emesis gravidarum. Per Wetterdal. 

*The effect of gonadotropic hormone treatment in cases of amenorrhoea. 
Erik Rydberg and Erling Ostergaard. 


THE EFFECT OF GONADOTROPIC HORMONE TREATMENT IN CASES OF 
AMENORRHOEA. 


Rydberg and Ostergaard give a short account of the various types of 
gonadotropic hormone preparations and the results obtained from experi- 
mental and therapeutic use of these. It appears that follicular stimulation 
and corpus luteum formation can be brought about in women by means 
of these preparations. Definite results have followed the treatment of 
cystic glandular hyperplasia; but, up to recently, the treatment of amenor- 
rhoea with gonadotropic hormone has been successful. The writers 
report a series of cases of primary and secondary amenorrhoea which were 
physically examined and a hormone analysis carried out; they were treated 
with gonadotropic hormone. Hormone analysis in these cases showed 
before treatment that by far the majority of patients had a subnormal 
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excretion of oestrin and a normal excretion of gonadotropic hormone, or, 
in some cases a subnormal excretion. A minority of the patients had a 
normal excretion of both and a few had an increased excretion of gonado- 
tropic hormone. The last group, termed the contrast type, were all 
refractory to treatment. 

Twenty-one patients with secondary amenorrhoea were treated with 
chorionic hormone preparation, physex, and nine reacted with true mens- 
trual bleeding; eight of these continued to menstruate spontaneously. 

Twenty-seven cases of secondary amenorrhoea were treated first with 
mare’s serum preparation, antex, and then with physex. Twenty-two of 
these reacted with true menstrual bleeding about three weeks after the 
first treatment. Three out of six cases of primary amenorrhoea reacted posi- 
tively to antex-physex treatment. In these cases the hormone analysis 
showed no increase of gonadotropic hormone excretion. The three other 
cases were of the castrate type and did not react to treatment. All the cases 
which reacted positively to the antex-physex treatment showed a great in- 
crease in oestrin excretion during the treatment, indicating increased ovarian 
activity. In one case treated with physex alone the excretion of oestrin was 
increased during treatment. 

It would appear that the ovaries of amenorrhoeic women can be stimu- 
lated to produce an increased amount of oestrin and progestin, thereby causing 
an endometrial reaction. 

About half the cases reported continued to menstruate regularly and spon- 
taneously after treatment. 

The dosage employed was greater than that used in previous attempts: 
10,000 m.u. of antex and 10,000 m.u. of physex were given in the course of 
14 days. 

R. H. B. Adamson 








REPORTS OF SOCIETIES. 


THE NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the North of England Obstetrical and Gynaecological 
Society was held in Newcastle, on May tr2th, 1939. 


The President, Professor E. FARQUHAR Murray, delivered his Presi- 
dential address on 


RETROSPECT, INTROSPECT, PROSPECT. 


For some years I endeavoured to get the Newcastle School included 
in the orbit of the North of England School, and was very proud when 
it was agreed to hold a Newcastle meeting. For several years these meet- 
ings have been held; but, like orphaned marsupials, the Newcastle members 
have been housed in the benevolent pouches of Leeds and Manchester. 
Last year the Council agreed to regard the Newcastle school as a definite 
unit and that it had attained viability; they also nominated me President. 
This is a great personal honour, it is also a compliment to the School. 

My experience to date as President has given me the utmost pleasure, 
not only on account of the purely scientific aspect of the Society, but, 
quite as important, the opportunity which is afforded of getting away 
from that sense of isolation and that cramping of outlook which savours 
of the parochial. One meets those who are silent at the scientific meetings 
but who relax in the more homely atmosphere of the dinners and show 
not only that they are good companions, but that they could have added 
much of value to the discussions. 

The selection of a subject for an address is not an easy matter. Some 
such title as ‘‘ 3000 Cases of Placenta Praevia without a Death’’ would 
be a one-line track provoking doubts as regards diagnosis and indeed 
veracity. On the other hand, to give the life history of some eminent 
obstetrician or gynaecologist is difficult in view of the fact that the 
majority of those whose work, methods and personalities influenced me 
in my earlier years are still alive, and some are members of this Society. 
It would therefore be invidious. 

Those who follow us may not consider that we were super-men, but 
they will at least acknowledge that we did our bit in the general attempt 
to achieve progress. There is so little room in these days for that indi- 
vidualism which characterized the earlier endeavours in so many fields 
of activity. Even Lister and Simpson, no doubt like Nelson and Wel- 
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lington, had team service, and while the team bore the brunt, these 
individuals got the glory. 

I propose to submit to you an address entitled “ Retrospect, Introspect, 
and Prospect.’’ Most seniors must be able critically to consider the changes 
which have taken place in our subjects and to assess their merits and 
demerits. One of the outstanding with which I was brought in contact 
was the treatment of retroversion of the uterus either as an uncomplicated 
condition believed to be the cause of backache or as part of the physical 
findings in cases of prolapse. 

At Chelsea Women’s Hospital in 1911, which was staffed with the 
leaders of gynaecology in London, from one third to one half of the 
laparotomies performed were with a view to some form of suspension or 
fixation of the uterus. 

These operations were carried out by every possible method of handling 
the uterus itself, or the various ligaments associated with it. As a con- 
clusion to prolapse operations it was known by some of the irreverent 
juniors as the ‘‘all red route.’’ Apart from prolapse its main justifi- 
cation was found in women suffering from backache. There seemed to be 
something wrong with this when one saw senile and atrophic uteri being 
ventral fixed, while in some cases in which the fixation had been done 
for prolapse the external os was sometimes noticed to be pouting at the 
vulva before the patient left the hospital. 

With such a training it was somewhat enlightening later to find in 
clinical work that there were many backaches and very few retroverted 
uteri associated with them. 

When I came to Newcastle in 1919 I found that ventral fixation had 
not been performed for many years in that city, at a stage when numerous 
papers were being read at the Royal Society of Medicine advocating the 
procedure and even quoting hundreds of operations without a death: 
without a justification would have been a better title. 

Later, however, there was a complete slump as regards this operation. 
At a meeting in London of the British Congress of Obstetricians and 
Gynaecologists a paper recording a brief series of cases was listened to 
in silence. At the Cardiff meeting of the British Medical Association a 
certain gynaecologist recorded a large series of cases of backache treated 
by this operation. Many of the patients were of the young shop-girl 
class, some of them being in their teens. The Chairman and the audience 
were positively hostile. 

A certain Scottish obstetrician read a paper entitled A Modification 
of the Alexander Adams Operation. The essential points consisted of a 
Stiel incision followed by a search for the round ligaments in the lower 
portion of the wound, and having shortened them the peritoneum was 
incised in the mid-line to enable the operator to make sure that the 
uterus had responded and that nothing had been overlooked. These efforts 
were comparable to belated attempts to embalm a dead body. They 
were on a par with the colopexies and nephropexies so freely performed 
at that time. They showed a wrong attitude towards women’s com- 
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plaints, and indicated that the operators were obsessed by anatomical 
detail. 

Two attitudes towards women’s work existed at that time in certain 
medical schools. In one attention was paid to the patient’s expression 
and manner and the neuresthenic element in women’s complaints was 
stressed. In the other the patients were projected feet first on a stretcher 
through a slit in a curtain so that the students see and examine a woman whose 
face they could not see and whose voice and manner were largely masked by 
the method of approach. The first method was a study of the patient from 
above and the latter a study from below up. I frequently demonstrate patients 
in the lithotomy position to students. They see a patulous outlet, some vaginal 
tags, some laxity of the anterior or posterior vaginal walls, even a definite 
cystocele or rectocele. In one case I am performing a plastic repair, in the 
other merely an exploratory curetting. If the latter cases were approached 
with the below-up attitude they should have a plastic repair. In one case, 
however, the patient suffers no discomfort and it would be as logical to insist 
on a plastic repair as to remove anal tags or redundant folds and obvious, but 
non-troublesome, haemorrhoids. 

The Manchester school must be credited with advocating that a thorough 
plastic vaginal repair was sufficient in cases of prolapse. This was a great 
stimulus towards a more rational view being taken of uterine displacements. 
I have often wondered why such an operative procedure had such a vogue and 
was so freely performed by acknowledged leaders in gynaecology. Rightly or 
wrongly I feel that so far as London at that time was concerned the seniors 
had possession of the beds and had written books expressing belief in this 
operation. The juniors would not readily express opposing opinions in medical 
societies or in their writings. This would tend to perpetuate a definitely 
irrational operative procedure. In the wider sphere of the provinces with 
vaster clinical material, a more generous distribution of beds, fewer writers, 
and more opportunity for free thinking it was only to be expected that the 
light should penetrate at an earlier date. 

There is a large psychological element in gynaecological work. There is a 
something which private consultation affords a patient which is not readily 
obtained in ordinary hospital practice. Many patients ot the hospital class 
who decide on a private consultation realize that they do not get in hospital 
that sense of privacy and personal contact which is so important when eliciting 
the various points in the history and in assessing the case. In the absolute 
privacy of the consulting-room the patient senses an atmosphere which enables 
her to relax and possibly relate facts of domestic disharmony, or concerning 
some other intimate matter, which help the examiner. To illustrate this point 
further, I have seen large numbers of women with gross prolapse who have 
decided in their late fifties or early sixties that they would like to have it put 
right by operation. It seems almost reasonable that a condition which they 
have tolerated for years might be put up with for the few that remain. In the 
rush and bustle of a busy hospital department one feels mildly intolerant. In 
the privacy of the consulting-room, however, the following facts may come 
to light regarding such a patient: 
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A miner’s wife approaching 60 was anxious to have her prolapse operated 
on as her daughter had returned from service and would be able to look after 
the home. Her daily programme was as follows. She retired to bed about 
Io p.m. and got up at 2 a.m., to prepare breakfast for her son, who went down 
the pit at 3 a.m. She returned to bed and got up at 5 to prepare breakfast for 
her husband, who went to work at 6. She went back to bed again and got 
up at 7 to see her boy off to work at 8. This may seem an extreme example, 
but it is quite common in the colliery areas, and is a definite tribute to the 
self-effacement of so many women, who tolerate what must have been grave 
discomfort for many years rather than neglect the responsibility of their 
homes. 

I sincerely hope that under some form of national health or state service 
there will be a greater opportunity for private consultations for patients of 
the hospital class. 

One also notices a swing of the pendulum from ablation and radicalism to 
preservation and conservatism. The removal of painful ovaries, hysterectomy 
for fibroids and the clean pelvic sweeps preferred by those who considered a 
tidy pelvic basin as of prime importance are happily less frequent nowadays. 

Enucleation of fibroids has replaced hysterectomy, even when the residual 
uterine substance must be considerably lacerated. Fallopian tubes distended 
with ectopic gestations have been relieved by miniature Caesarean sections, 
although the lesion producing the ectopic pregnancy must have remained. 
Salpingostomies have been performed empirically on tubes which were found 
to be sealed at the time of the operation and without proof that there was a 
communication between the salpingostomy opening and the uterine cavity. 
Cornua have been exsected and the terminal portions of the tubes embedded 
in the hope of retaining function. Bits of ovary have been removed and the 
remainder conserved. When it was not possible to conserve the ovary in situ 
it has been embedded in part, or in whole, in the abdominal wound or im 
planted in the uterine wall so that it might impinge on the uterine cavity. 
There was even a controversy between those who ablated apparently healthy 
ovaries, if they removed the uterus for fibroids, and those who conserved them. 

Years ago I heard a general practitioner remark that those who believed 
in castrating women when they removed the uterus unfortunately were not 
responsible for their after care. Here we have a very marked example of a 
striving after conservative methods some of which are speculative and of 
doubtful value. The attitude, however, is correct and all measures directed 
towards a preservation of function are to be commended. 

As regards these opposing methods of treatment from the purely physical 
point of view as it concerned the patients themselves there was little difference 
to be noted, but from the mental point of view conservatism is the right 
attitude. 

Organotherapy, metaphorically speaking, has poured new wine into old 
bottles so far as gynaecological teaching and practice are concerned. New 
wine is a novelty and as such in Vienna it attracts its devotees each year, 
although the majority no doubt prefer to dally with the more mature product 
at a later stage. Some of those present have pilgrimed up the slopes behind 
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Vienna and shared the thrill and novelty of this annual custom. In some ways 
organotherapy may be similarly viewed. There is novelty and freshness and 
a sense of latent possibilities of its maturing into an even finer product. 

The seniors present have noted the various phases of this subject: the 
quiescent ovaries of our student days, mainly a store house of eggs; the present- 
day ovaries, whose hormones have been proved to be profoundly powerful; 
and the fight which has waged between those who ablated ovaries and those 
who conserved them. No doubt the early work on the thyroid and pituitary 
and, still later, on the liver and the pancreas provided a special urge for 
further research into ovarian hormones. 

In the earlier days the clinicians persuaded their patients to munch extract 
of ovaries of doubtful origin. Others more advanced tried polyglandular 
extracts of still more doubtful origin, a veritable glandular haggis, a truly 
cannibalistic ritual. As a result of these various endeavours a group of facts 
is slowly emerging, which is not only stimulating and interesting, but holds 
out untold possibilities for the future. 

Could anyone have suggested some years ago that an adroit mixture of 
women’s urine and mice would indicate whether she was pregnant or not? 
Was it possible until recent years to thrill our students with those delicious 
diagrams on the black-board more like tram-lines, or a railway crossing, 
where we link up the pituitary, the ovary, the uterus and the breasts with 
multiple lines of force and inter-communications? 

I feel now on a par with those teachers of organic chemistry who dallied 
with the benzine ring and its various attachments in a way than won my 
unstinted respect and admiration as a student. 


Were we taught to regard the placenta as a ductless gland and the secretor 
of a powerful hormone? Is it too frivolous to suggest that when a stallion 
with its attendant groom passes us we should observe a dignified silence 
realizing that whatever its primary objective its urine is rich in oestrin? Can 
there be any possible association between the glandular treatment of thelests 
and the fact that the female whale has a corpus luteum the size of a football? 


The Cancer Problem. 

Having seen the variations in the treatment of cancer of the cervix in 
all its phases I must confess that the ultimate reliance on radium as disap- 
pointed me. It relieves and, in a certain number of cases, cures when applied 
to readily accessible secondary deposits, but even there it is not certain; and 
for many of the malignant conditions met with in our work and elsewhere 
neither it nor any form of ray therapy is of any avail. 

I have always been sceptical of the ultimate solution of the cancer problem 
by any treatment which works from without in, and not from within out. 

Recent advance in organotherapy suggests that it is quite possible there 
will be the equivalent to the Zondek-Aschheim test in the diagnosis of 
malignant disease and that the hormone which sensitizes the tissues to 
invasion, just as a hormone sensitizes the maternal tissues to the penetration 
of the ovum, will be known. Possibly the hormone which is lacking and 
renders the tissues less resistant will also be found. 
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There are, however, certain points which call for criticism, and which, 
with a desire for real advance could and should be overcome. 

These organic products flood the market and are expensive—the literature 
which accompanies them is prolific and makes exaggerated claims—the cost 
of the drugs places them out of reach of the hospital class. The main field 
in which to try these drugs is at the public expense and by general prac- 
titioners. 

The Royal College of Obstetricians and Gynaecologists has already 
organized an investigation into the methods for the relief of pain in child- 
birth; it could readily arrange an investigation into organotherapeutic 
products. 

Midwifery. 

Midwifery reveals many changes in being or imminent. Outstanding 
impressions are the horror of the craniotomies which were practised on 
live babies, not merely by general practitioners, who in many cases had no 
other alternative, but even by experts in maternity hospitals who had other 
facilities, such as Caesarean section, at their command. I have never under- 
stood this attitude. It savoured of the Middle Ages. We have no reason 
to be proud of those days. Even when the Caesarean expert came along 
many operators removed the uterus in case puerperal sepsis might develop. 
On the other hand even in those days some strived to avoid such a horrible 
method of dealing with obstructed labour, or possible difficulty, by inducing 
premature labour. This again was carried to the extreme. It resolved 
itself into the purely motor mechanical attitude of mind—a certain spanner 
for a certain bolt. Babies were brought into the world at the thirty-sixth, 
thirty-second and even at the twenty-eighth weeks. The last named usually 
died in hospital; the next in order shortly after leaving hospital, and those 
delivered at the thirty-sixth week not infrequently within a year. 

However absurd this system it was certainly kindlier treatment of the 
mother and definitely of the infant. 

Having seen so many women die who had apparently normal deliveries, 
and women making uninterrupted recoveries after the classical Caesarean 
section, although their babies were dead and the liquor was stinking, it 
revolts the intelligence to find in a maternity hospital report of some 15 years 
ago that a craniotomy was performed rather than Caesarean section because 
the patient had been examined before admission. 

When one views these matters critically one must admit that the general 
advance in obstetrics has been painfully slow, and from a purely surgical 
and pathological point of view hopelessly in arrear of the general surgical 
attitude towards the problem of sepsis. 


Anaesthesia. 
The universal desire to relieve the pains of labour has been responsible 
for great publicity in the press and for much experimentation. 
The original idea that every midwife should have some powerful dope or 
expensive apparatus at her disposal is both dangerous and impracticable. 
For the average case, attended solely by a midwife and not passed by a 


1073 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


competent doctor as being normal, it is best that in the present imperfect 
organization of maternity service that the woman should be free to express 
discomfort, because medical aid will be summoned all the sooner. 

Since the start of time labour must have been a most uncomfortable 
process, but even in this country the vast majority of women pass through 
it without any form of analgesic drug or anaesthetic appliance and take 
no harm. 

A careful study of women in labour shows that much depends upon the 
midwife in charge as to whether or not the woman can tolerate the dis- 
comfort, or gives in to it and loses control. Even in the most ordinary 
case the patient spends prolonged periods in complete comfort. 

There will always be a clientele for those who promise such relief, but 
I am sure that it is possible for the vast majority, by a judicious adminis- 
tration of the old-fashioned drugs especially during the first stage of labour 
to ensure them a reasonably comfortable labour, and a shorter and not 
intolerable second stage. 

Many who engage doctors are of the wealthier classes and amongst them 
there are naturally some of the more sensitive products of modern civiliza- 
tion. For the vast majority nature is not so terribly unkind as she is made 
out to be. 


Abortion. 

The question of the termination of pregnancy brings in matters of mdeical, 
legal and ethical imports. The induction of premature labour after viability 
is so entirely a medical matter that we can dismiss it. The induction of 
miscarriage is mainly medical, but is on the border of legal interest. 

When the termination of a pregnancy in the early months is considered, 
it is predominantly a legal matter and rightly so. When one reflects on 
the past it is difficult to understand why the law was so strict on this matter 
and so lax on such questions as craniotomy on live children. No doubt 
the lawyers had to be guided by medical experts; as they approved in their 
books and practice that the mother was in danger of death if any other means 
of delivery was considered, such action met with the approval of the law. 
Why, therefore, should a trifling cellular mass bathed in hormones and readily 
removable be a matter of such concern? The most superficial consideration 
of this matter from the various angles shows that a devaluation of a pregnancy 
is against all the interests of the state and of any stable form of social life. 
One is bound to recognize that the law is imposed on the community of 
which the doctors are merely a part. Some standard had to be set and it 
is basically sound. The profession recognizes the importance of this attitude, 
and with rare and regrettable exceptions endorse it. It does seem odd 
that in a country where the law is so strict that abortifacients and other 
harmful agencies are allowed an almost unrestricted sale. Is it to be wondered 
then that the state should hedge a pregnancy about with as strong safe- 
guards as possible? We are all aware that the fact that the mother will lose 
her life if the pregnancy is not terminated is not the universal indication for 
therapeutic abortion. 
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No subject in my experience has provided such interesting deliberations 
as those concerned with this matter. The sorrow for the attractive girl 
who has given way to emotion is leavened with the knowledge that she is 
only one of the many such who has been unlucky. 

Relief to her worry would merely directly and indirectly cause still further 
relaxation in the social structure of the state. The male concerned would 
be relieved of the moral obligation of marrying her. There are many quasi 
medical cases brought to one’s notice. <A history of ill health and debility 
during and after her last pregnancy; a reported great dread of the present 
pregnancy; and, while the medical picture is belied by her appearance of 
excellent health, the patient not infrequently lets slip the remark that ‘‘ they 
have just moved into a new house and they have a lot of unexpected expense.”’ 
This economic factor is, I believe, a most potent one in very many cases, 
even if it is not revealed. It behoves us to rely on the strictest possible 
medical safeguards. A dread of monsters in a woman who has had an ill- 
developed child seems a justifiable and humane indication: but it is too 
speculative, and in every case in which I have advised against termination 
of the pregnancy, my decision has been justified. I feel that it is most 
helpful when deliberating on whether or not a pregnancy should be termin- 
ated to ask yourself the question whether, if the patient has a serious haemor- 
rhage, or becomes profoundly septic, as a result of action being taken will 
you feel that your decision was based on sound medical grounds? If it was 
then the unfortunate sequel need cause no qualms of conscience. The law 
as it stands is a helpful guide and a most restraining influence. 

In midwifery in general there have been profound changes. The training 
of students and postgraduates has been vastly improved and there is a general 
tendency to raise the standard. The Royal College of Obstetricians and 
Gynaecologists has already made its presence felt; by its hall-marks of the 
membership, and the diploma, it ensures a clearer definition of those who 
are specialists and competent general practitioner obstetricians. So far as 
academic teaching is concerned there is considerable room for improvement. 
One point that has always struck me is the absence of a resident officer of 
the necessary standing in many of the maternity hospitals where students 
and postgraduates are taught. Many hospitals merely have as residents 
recently qualified graduates. The senior is mainly responsible for the practical 
instruction of the oncoming junior and of the students in their practical 
work. As residents they are allowed to assume far too much responsibility. 
Senior members of the honorary staff cannot be expected to attend to 
emergency calls which are mainly dealt with by the junior honoraries, but 
even they are not always readily available as they have numerous other 
engagements and calls upon their time. Even forceps delivery, not neces- 
sarily in normal cases, is mostly performed by the residents. A vital part 
of the practical instruction centres round the labour ward or the operating 
theatre. I am sure that the appointment of a more senior and experienced 
resident for a period of two or three years would be to the advantage of 
the hospital service and ensure a higher standing of practical training of the 
students in residence. 
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Another striking change is the tendency to mobilize hospital services 
and to place expert advice and skill at the disposal of patients of the hospital 
class in their own homes. The Flying Squad is a good example of a mobile 
hospital unit and it is widely adopted in this country: I have received 
enquiries about it from Australia and Uganda. In this area most Public 
Health Authorities offer the doctors and the community a most compre- 
hensive consultant service. I feel that in this respect midwifery has blazed 
a trail which will soon be followed by medicine and surgery. 

So far as the maternity service and general practice is concerned it has 
been obvious for many years past that three things were lacking: organiza- 
tion, nursing service and finance. These have to a considerable extent been 
provided by the health authorities. In the main they have used their powers 
wisely, and have co-operated with the local doctors with a view to improving 
the general standard of work. In some places they have ignored the doctors 
and even displaced them in favour of whole time officers. This is entirely 
wrong. It is a striking fact that of the students qualifying each year only 
a small proportion could obtain posts as house surgeons or house physicians 
and only a fraction could obtain resident appointments in maternity hospitals. 
It is, therefore, in my opinion a grave error if the vast field of clinical ex- 
perience is placed under the control of one or two individuals. I am sure 
that in the evolution of maternity services there will be an increasing demand 
made on general practitioners in maternity work by obtaining the necessary 
diplomas and residential experience. 

Now, Ladies and Gentlemen, I have dealt with a number of different 
matters. I have criticised both the past and the present. I am confident 
that the future shows improvement in our subject. 


Mr. FRANK STABLER reported 2 cases 


1. A MASCULINIZING TUMOUR. 


The subject of the masculinizing tumour was a previously healthy young 
woman, 22 years of age, seen in June 1938. She complained of a growth 
of hair over most of her body, of her voice having broken and of having 
had ammenorrhoea of 5 years’ duration. 

Menstruation began at the age of 14 and continued to 17 years without 
any abnormality, lasting for 4 days every 28 days. From 17 to 22 years 
of age there had been complete amenorrhoea. During this period she suffered 
from headaches, sometimes relieved by epistaxis, and of sufficient severity 
to wake her at night. She admitted that she had never felt any attraction 
towards the male sex. 

On examination she had some degree of masculinity in her figure and 
bearing. Her voice was that of a man but she had taught herself to speak 
falsetto so that it was difficult to persuade her to use her natural voice. 
Often one could hear her in the side-ward speaking as a man, but the entry 
of a doctor would cause her to resume high pitched tones, and she related 
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that some of her friends hearing her speak in another room had enquired 
who was the male visitor. 

She shaved ever day and the beard area showed a good growth. The 
chest was hairy, especially the left breast which was covered with coarse 
black hair. The arms and legs were also covered with dark hair. The pubic 
hair extended upwards towards the umbilicus in male fashion. The breasts 
were poorly developed, and the nipples small. The clitoris was enlarged in 
diameter, which was one centimetre, rather than in length. Laboratory 
investigations were negative. The blood-calcium and blood-phosphorus were 
estimated, a blood-sugar curve was plotted, blood-counts were carried out 
and radiographs of all the bones, including the sella turcica, taken. Uro- 
selectan pyelography did not show any abnormality. 

On vaginal examination I reported :—the uterus appears small, and with- 
out any doubt the right ovary is enlarged to about 2% times its normal size. 
The left ovary is not palpable. If this had been a case of adrenal virilism 
I would have expected atropic ovaries and I advised laparotomy. 

On July 25th, 1938, I opened the abdomen and found the right ovary 
to be replaced by a spherical mass with a shiny bluish-white  sur- 
face, three times the normal size. The left ovary was slightly larger 
than normal with a similar smooth white surface, with no evidence of follicles 
or corpora lutea. The uterus appeared normal. The left supra-renal gland 
was normal in size. Right ojphorectomy was performed. 

On July 28th, three days later, I took a piece of endometrium for section. 

She was seen again on February 8th, 1939. Since operation she had 
menstruated normally and regularly. Her voice was unchanged but in place 
of the coarse black hair on the body there was only some fair down, no 
longer than a quarter of an inch. She shaved only twice a week, and in 
my opinion did not need to do that. The breasts had filled out considerably. 
The clitoris was still slightly larger than normal but smaller than it had 
been. 

One of the most noticeable changes was in her demeanour. Whereas 
before she had, as I said, a male bearing, she was now using cosmetics and 
blushed as she had not done before. Instead of a dull hang-dog look she 
was now definitely feminine. 

Dr. Thomson’s pathological report stated the specimen was a solid oval 
tumour 5.8 by 3.5 cm., weighing 50 gms., of fairly soft consistence. It is 
completely encapsulated and is smooth externally. A section shows, under 
a capsule of compressed ovarian tissue, a dozen simple cysts of a diameter 
of 3 or 4 mm., and a central mass of dark orange yellow tumour with here 
and there gelatinous areas and areas of fibrous tissue. 

Histological Examination. Repeated sections fail to demonstrate any 
tubular structure typical of the classical arrhenoblastoma. The tumour 
is composed of columns and masses of large clear cells and frozen sections 
demonstrate a high lipoid content in these cells. Between the columns of 
tumour cells there is a reticulum rich in cells and the resemblance to normal 
adrenal cortex is very striking. Blood-vessels are very frequent at the 
periphery but in spite of this, central degeneration with disappearance of 
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the tumour cells is marked. It should be emphasized that the resemblance 
is to normal adrenal cortex and not to a hypernephroma from which it differs 
in many particulars. 


2. A GRANULOSA-CELL TUMOUR IN A YOUNG GIRL. 


The subject of the present case history was an only child of 6 years and 
2 months who was seen for the first time in June 1938. The history was 
that she was born of healthy parents, weighed 6'% pounds at birth, had 
been artificially fed as an infant but had always been chesty. From 18 
months to 2 years she had ultra-violet light treatment. In June 1937 
whooping cough was followed by pneumonia, and in November of that year 
the mother noticed that the breasts and abdomen were large. Shortly after 
this observation the child fell over a chair, and in inspecting her injury the 
mother became alarmed by the development of the nymphae to a degree 
unusual in a child.so young. Three days after this a vigorous menstrual 
flow began and lasted 3 weeks; clots were passed. In February 1938 she 
had a heavy loss, needing up to six sanitary towels per diem for a week. 
From April 7th to April roth a further heavy loss occurred and a discharge 
which had begun on June 2nd was still proceeding when the child was 
admitted on June 13th. There was not any complaint of pain and neither 
the mother nor the school teacher had noticed any psychological changes. 

On examination she was a quiet, shy, but well developed child, 4 feet 
o'¥ inch in height, and 3 stones 8 pounds in weight. The breasts showed a 
degree of development corresponding to those of a girl past puberty. There 
was a fine, dark, pubic and axillary hair up to half an inch in length, but 
sparsely distributed. The external genitalia were as developed as those 
of an adolescent with large labia minora protruding beyond the labia majora. 
The abdomen was protuberant, due to a firm, smooth, rounded tumour rising 
out of the pelvis and filling the abdomen to a point just above the umbilicus. 
There was not any ascites and examination of the other organs did not dis- 
close any abnormality. X-rays showed normal epiphyses except that there 
was possibly a rather early fusion of the ischio-pubic junctions: the sella 
turcica was normal. Blood and urine were collected for homone assays. 

Operation. On June 18th the uterus was first explored and found to 
have a cavity 2% inches in length, whilst a single endometrial scraping, taken 
for biopsy was obviously hypertrophied. The abdomen was then opened 
and revealed a firm whitish tumour traversed by a few large veins on the 
surface which replaced the left ovary. This was removed. The right ovary 
had an infantile appearance, being about 1 by 1% by % inches in size, and 
to the naked eye not containing any active follicles. Palpation of the 
kidneys showed foetal lobulation and the left suprarenal gland was normal 
to palpation. 

The child made rapid recovery from operation. Uterine bleeding, which 
had ceased on the day of admission, had returned the night before operation, 
and continued fairly freely until June 24th. A fornight after the operation 
urine was again collected for hormone assay and she returned home on 
July 7th. 
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She was readmitted in August. The mother reported that no further 
bleeding had occurred. To a leading question she replied that hot flushes 
had not been noticed, but that the child had attacks of sweating. Perhaps 
one was seeing what one wished to see but it appeared that the patient was 
now more childlike than before, that instead of a shy reserve there was 
merry play with other children in the ward. Blood and urine were again 
collected for hormone assay. 

The patient again reported on December ist. Amenorrhoea had con- 
tinued: sweating had ceased: the breasts were obviously smaller though 
measurement round the nipple level was the same as it had been on June 
25th. She had increased in height, and her weight was 5 stones g pounds 
g ounces. The labia minora still protruded and were large for her age but 
less than they had been before. The pubic and axillary hair had disappeared 
and was replaced by some fine fair down less than a quarter of an inch in 
length. 

The results of the quantitative hormone estimates, for which I am in- 
debted to Professor F. A. E, Crew of the University of Edinburgh are : — 

The tumour contained approximately 1 l.u. of oestrin in 127 gms. 


Urine. Blood. 
Before June 18th. 
5 l.u. free oestrin per litre. 2 l.u. oestrin in 40 c.c. 
4 l.u. free oestrin per litre. Less than 1 rat unit. 
1 rat unit gonadotropic hormone Gonadotropic hormone in 40 c.c. 
per litre. 





July 5th. 
Less than 1 l.u. combined oestrin 


per litre. 
“Less than 1 rat unit gonadotropic 
hormone per litre. 











No demonstrable amount of either Less than 1 l.u. oestrin and less 


oestrin or gonadotropic hor- than 1 rat unit gonadotropic 
mones found. hormone in 40 c.c, 


Dr. K. K. Baitey (Manchester) described 
A MOobpiIFICATION OF THE FOTHERGILL OPERATION 


illustrated by a colour film. 


Mr. Percy Matpas (Liverpool) read a short paper on 


THE EARLy FoeraL BLoop-PIicrure. 

During the last year an endeavour has been made to use the foetal material 
obtained by abdominal hysterectomy to determine various constants of foetal 
blood. The results are not complete and I bring them to your notice mainly 
to call attention to the desirability of making more use than we do of embryo- 
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tomy material. There is little or no published work dealing with the physiology 
of early intra-uterine life in man; our knowledge of the subject is almost entirely 
inferential from animal experiments. To give an instance of the importance of 
the subject foetal anaemia is often given as a cause of abortion or stillbirth, 
despite the fact that no standards of the normal blood-picture of the foetus 
have been established. 

My own interest in the subject arises from a belief that the cause of the 
onset of labour may be the need for change in the nature of the oxygen-carry- 
ing mechanisms of the blood necessitated by the rapid growth of the brain 
towards the end of gestation. Developed cerebral tissue probably can no 
longer be supplied with oxygen by the foetal blood with its differing oxygen 
dissociation curve. Bancroft’s experiments on goats support such a view. 
Such a theory would explain for instance the well recognized tendency for 
anencephalic foetfiis to be carried longer than term. 

The few results I have to show you have been drawn from 5 cases of thera- 
peutic abortion, 4 of my own, one of Arthur Gemmell, and two anencephalic 
foetfis, one at 33 weeks and one at 39 weeks. In the early foetus the blood was 
taken from the cord by letting it bleed without pressure so as not to dilute the 
blood. In two of the cases the heart blood was used. In every case the blood 
was drawn within a few mjnutes of delivery while cardiac pulsations were 
still present. 

The red cell counts were as follows :—at 12 to 14 weeks (3 observations) 
the count was between 1,750,000 and 2,000,000. Between 22 and 32 weeks (3 
observations) it had risen to 3 million or 314 million. In the one case at term 
it had risen to 4,980,000. 

Haemoglobin tercentage—The haemoglobin shows a rapid rise towards 
term, there being a relative foetal anaemia until then. 

There are many published results of the red cell count and the haemoglobin 
content of the foetal blood at term, all agreeing that at term there is a higher 
percentage of haemoglobin in the foetal blood than in the maternal. 

These results confirm for man the observations of Cohnstein and Zuntz on 
the rabbit showing that this excess of haemoglobin is only an effect of the last 
period of pregnancy and that earlier there is much less haemoglobin in the 
foetal than in the maternal circulation. 

White cells—There is a progressive fall in the numbers of white cells from 
34,000 per c. mm. at 12 weeks to about 10,000 per c. mm. near term. 

I have been able to obtain a few halometer results, and one interesting de- 
termination of the non-protein nitrogen of the foetal blood at 23 weeks, a figure 
of 29 mgms. per cent being obtained. 

In doing the experiments one omission has been made. No determination 
of the corresponding maternal blood-pictures were made, and in any further 
estimations this should be done. Also in any further observations it would be 
best to examine the foetal haemoglobin spectroscopically and plot the haeme 
globin dissociation curves. It is at all events clear that if there is anything 
worth while in the subject much more general interest could be taken in view 
of the perhaps fortunate dearth of suitable cases. 
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